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MEAT... and the Cholesterol 
Content of the Diet 


An essential constituent of human tissue, contributing to the normal 
3 functioning of all cells, cholesterol has been widely discussed as a factor in 
the etiology of atherosclerosis. Yet this lipid is required in many metabolic 
processes, and, furthermore, evidence is lacking that withholding cholesterol 


from the dietary is effective in preventing atherosclerosis. 


In a recent plea for a return to the basic fundamentals of nutrition in the 


i prophylaxis of atherosclerosis, it was emphasized that to eliminate cholesterol 
: from the diet would mean to eliminate such animal foods as meat, milk, 
eggs, etc.* However, nutritionists are unanimous in asserting that these 


protective foods contain basic essential nutrients required for good nutri- 
tion and that to deny them would be “equivalent to the negation of 


practically all that nutrition science has taught us in the past.” 


According to these authors,* elimination of animal foods from the diet 


to prevent the development of atherosclerosis is unjustified on the basis of 
present day knowledge. They state that ‘‘there certainly is no evidence that 
meatless, milkless, and eggless diets should be recommended as desirable 
to the general public.” 

Meat, America’s favorite protein food, always has been and continues 
to be an important dietary source of biologically complete protein, B vita- 
mins, and iron. Few indeed are the conditions in which its use must be 


interdicted. 


*Hegsted, D. M.; Mann, G. V., and Stare, F. J.: Comments on Cholesterol, Editorial, Postgrad. 
Med. 11:454 (May) 1952. 


The Seal of Acceptance denotes that the nutri- Ate, 
tional statements made in this advertisement « x 

are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


> 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


Press of Thomas J. Griffiths Sons, Inc., Utica, N. Y. «elt» 


' | 
| 
| 


PUBLIC HEALTH NURSING 


VoL. 44, No. 12 DECEMBER 1952 


CONTENTS 


EDITORIALS 
ARTICLES 
Geriatrics Is a Magic Word. . . ; . . . . .Etheleen S. Healey 663 


Rehabilitation Program for the Aged in : Two Oaniey Institutions 
Murray B. Ferderber, M.D. 664 


Home Nursing Service for Employees. . . . . . . . : . .Bernardine Striegel 667 
Workable Fee Schedule. . . .... Florence G. Fralin 669 
O, Would Some Power. . . . . » « « Elizabeth Reed 672 
Emotional Problems of Children with Orthodontic Defects. . . « Helen Chesterman 674 
Shared Day. . . 
Home Visits to the Mental Patient . A . . Jane C. Macdonald 678 
Nursing Care in X-Ray Therapy of Cancer wad Allied Diiekies . . .Teresa Duker 680 
Role of Emotional Problems in Tuberculosis . . . . E. Pumpian-Mindlin, M.D., 


and Samuel Futterman, M.D. 684 
Current Trends in Health Services for Mothers and Children 
Helen M. Wallace, M.D. 690 


NEW BOOKS AND OFHER PUBLICATIONS... . 
INDEX i 


ANNA Fittmore, R.N., General Director, National League for Nursing 
Rut Fisuer, R.N., Director, Department of Public Health Nursing, NLN 


Pustic HeattH NursInc 
Editor: Hepwia Conen, R.N. 


Copyright 1952 by National League for Nursing. Published monthly. Entered as second class 
matter April 1, 1932, at the Post Office at Utica, New York, under the Act of March 5, 1879. Accep- 
tance for mailing at special rate of postage as provided for in Section 1103, Act of October 3, 1917, 
authorized August 27, 1918. 


In January 1953 the National League for Nursing’s new official magazine NuRSING OUTLOOK will make 
its appearance. This will continue the coverage of PuBLIC HEALTH NURSING and will also carry material 
in the overall fields of nursing education and nursing service. Subscription rates of NURSING OUTLOOK 
are $4.00 per 1 year and $6.50 per 2 years. For foreign subscriptions add $1.00 per year; for Canadian, 
add 50 cents per year. 


FOR 
g 
> 
at 
. 
. 


A2 


Yew! Rattner’s Dermatology for Nurses 


Here is a new, practical, extremely understandable guide to the study of the 
diseases of the skin. Dr. Rattner has designed this book especially for you, 
the nurse. He has kept in mind your specific needs and problems. He dis- 
cusses the symptoms, diagnosis, and treatment of skin diseases encountered 
in daily nursing care. The book will help you to recognize that some cutaneous 
diseases are contagious, but that the greater number are not. 


One hundred illustrations, beautifully reproduced and immeasurably helpful, 
elucidate the text. Just glance at the wide variety of subjects covered in this 
truly comprehensive guide and see if you don’t agree that this book belongs on 
your bookshelf. 


Normal Skin: Structure, Functions, Care, Cosmetics; Diseases of the Skin; 
Contagious Diseases: Scabies, Pediculosis, The Pyodermas, Mycotic Infections, 
The Venereal Diseases; The Eczema-Dermatitis Group; The Papulosquamous 
Eruptions; Acne; The Bullous Diseases. 


By HERBERT RATTNER, M.D., Professor and Chairman, Department of Dermatology, North- 
western University Medical School. About 250 pages. 100 illustrations. Ready in January! 


Yew! Krause’s Nutrition and Diet 
Therapy in Relation to Nursing 


Miss Krause has included everything you need to know about nutrition and 
diet therapy in this unusually compact book. Completely up to date, the 
book makes good use of the latest teaching methods. Features of particular 
interest are: the newer calculations of the diabetic diet with instructions on 
teaching patients; consideration of diets for different income levels; how to 
plan menus and marketing; and comprehensive information on dietary prefer- 
ences of various nationalities and regional groups. 


By MARIE V. KRAUSE, B.S., M.S., formerly Dietitian in Charge of Nutrition Clinic and Associate 
Director of Education, Department of Nutrition, New York Hospital. 539 pages, illustrated. 
$4.25. New! 


In responding to an advertisement say you saw it in Public Health Nursing 
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Leahy and Bell’s 3 
Teaching Methods in Public Health Nursing 


This book prepares you to meet the demands of your community by becoming 
familiar with the very latest health education methods and organizational plans. 
It is certain to give you inspiration, certain to make your work with the individual 
and with groups more effective. All the information is gathered from the actual 
experience of the authors. They give you methods of teaching; information on 
visual aids (chalk talks, flannel boards, slides, etc.); tell you how to work in 
both rural and urban communities; and how to coordinate your work with other 
members of the health team. 


By KATHLEEN M. LEAHY, R.N., M.S., Professor of Nursing, University of Washington; and 
AILEEN TUTTLE BELL, R.N., M.P.H., formerly Health Educator, Seattle and King County 
(Washington) Department of Public Health. 220 pages, illustrated. $3.50. 


19th) Edition! 
American Pocket Medical Dictionary 


Today’s nurse recognizes the absolute necessity of having a completely up-to- 
date pocket medical dictionary. She will find that this New (19th) Edition, 
thoroughly revised and rearranged, includes many terms not found in any 
other dictionary of its kind. Tables on muscles, nerves, arteries, provide a 
valuable ready-reference feature every nurse will appreciate. 


AMERICAN POCKET MEDICAL DICTIONARY. 639 pages. New (19th) Edition—Ready in January! 


Freeman’s Supervision in Public Health Nursing 


This book applies the principles of supervision to public health nursing, treat- 
ing thoroughly the specific functions of the supervisor in the various public 
health nursing programs. Scientific principles of supervision are incorporated. 


By RUTH B. FREEMAN, R.N., Associate Professor of Public 
Health Administration and Head of Division of Public Health 
Nursing, Johns Hopkins University School of Hygiene and Public 
Health. 466 pages. $5.00. Second Edition. 


Philadelphia 5 
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B. Saunders COMPANY 


A LIFETIME VALUE! 


Double-Breasted 
NOPHN Style BOXCOAT 


with ZIP-IN LINER 


* Made of Navy Blue All-Wool Elastique 


* Fully lined with Skinner's satin faced, wool-back 
lining 


* Convertible collar for extra insurance against 
rain or snow 


* Mothproofed by Bocanize Process 
* Beautifully tailored 


* Available with all-wool flannel detachuble liner 
that can be zipped out for Fall, zipped in for 
Winter. Can be changed from a Fall to a 
Winter coat with a flick of the wrist 


ONLY $7220 


* Without zip-in liner 


ONLY $6250 


Pretty Matching Caps 


* All-Wool Elastique * Sizes Small, Medium, Large 
OVERSEAS CAP, Style 04 ............... $3.50 
4.00 NOPHN STYLE 485 
Sizes 32 to 46 


SAVE TIME--ORDER BY MAIL NOW 


CHICAGO »* PITTSBURGH 


pruc’s | 
| Dept. PH-12 
387 Fourth Avenue | 
New York 16, N. Y. I 
Please send me NOPHN Style #485 Boxcoat . 
| Cwith zip-in liner at $72.50 [[] without zip-in liner at $62.50 | 
Weight.......... Height.......... Payment Enclosed “Leader for over 30 years” 
| NAME : NEW YORK * DETROIT 
! 


ASK FOR FREE PUBLIC 


See BRUCK’S ad on Back Cover ee 
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CLINICAL TESTS 


PROVE 
EASIER-TO-APPLY 


LIQUID PYRINATE 


KILLS HEAD, CRAB, BODY LICE, 
AND THEIR EGGS...ON CONTACT 


8,000 CLINICAL Tests in the District of Columbia jail 
prove A-200 Pyrinate highly effective in killing both 
| parasites and their eggs . . . on contact! 

A-200 Pyrinate Liquid is easy to use, no greasy salve 
to stain clothing, quickly applied, easily removed, non- 


poisonous, non-irritating, no tell-tale odor... one ap- 
plication is usually sufficient. 


The active ingredients of A-200 are Pyrethrum ex- 
tract activated with Sesamin, Dinitroanisole and Olea- 
resin of Parsley fruit, in a detergent-water-soluble base. 
The pyrethrins are well-known insecticides and Ani- 
sole is a well-known ovicide, almost instantly lethal to 
lice and their eggs, but harmless to man. A-200 Pyrinate § a oe 
Liquid has won quick and general acceptance by the [i smrsmsstc"mmns 
profession wherever it has been introduced. : 


if 


A Product of McKesson & Robbins, Inc. 
Bridgeport, Conn. 


In responding to an advertisement say you saw it in Public Health Nursing 
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The Alba Madonna 


—Courtesy of National Gallery of Art, Washington 
(Mellon Collection) 
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PUBLIC HEALTH NURSING 


The Continuity 


this issue PuBtic HEALTH Nurs- 
ING takes down (or does one more properly 
remove) its masthead. A direct descendant of 
the VISITING NURSE QUARTERLY, it now be- 
comes the ancestor of Nursing Outlook. Thus, 
even as we bind the well worn numbers of the 
1952 “magazine” and add the final volume of 
PuBiic HEALTH NurRsING to the four of the 
VISITING NURSE QUARTERLY, we clear a space 
on the shelves for volume one of Nursing 
Outlook. By this and similar acts we shall 
demonstrate our belief in the continuity of a 
professional magazine dedicated to the pur- 
pose of providing a medium through which 
nurses may communicate their ideas, their 
hopes, convictions, and aspirations for organ- 
ized nursing service and education. 

At the moment PusBLic HEALTH NURSING 
is the middle generation, and the longest in 
the line of succession. Throughout its life it 
has endeavored to meet that urgent need for 
wide circulation of the action and thought in 
public health nursing to which the Cleveland 
Visiting Nurse Association responded when it 
first published the ‘“‘Quarterly” in 1909. Then 
a single service agency had undertaken to 
supply a lack already recognized. The gen- 
erous gift of its magazine by this association 
to the newly established NopHN was eagerly 
accepted in 1912, and since then public health 
nurses everywhere have steadily sought with 
success for guidance, help, and inspiration in 


the pages of Pustic HEALTH Nursinc. In 
consequence, it came as no surprise to agency 
and individual members of Nopun to learn 
that the Nin Board of Directors had decided 
that the official magazine for the new organiza- 
tion would be devoted to all aspects of organ- 
ized nursing service and education. PuBLic 
HEALTH NURSING now in its turn passes on 
its tradition to Nursing Outlook, where with 
the beginning of 1953 public health nurses 
will continue to find the stimulus they have 
long associated with Pusitic HEALTH Nurs- 
ING and, in addition, articles and information 
in the broader fields to which NLN is dedi- 
cated. 

As our professional ancestors moved from 
the publication of a quarterly by a single, 
local public health nursing service agency to 
a national organization magazine appearing 
monthly and numbering ultimately more 
than ten thousand agencies and _indi- 
viduals among its subscribers, so we now go 
forward to Nin and its publication devoted 
to all aspects of organized nursing service and 
education. This is a continuity in which 
Pustic HEALTH NuRSING may well be proud 
to have shared. 

And it is fitting that we mark the advent 
of an heir by voicing our appreciation of the 
contribution its predecessors have made. The 
line of envisioned and devoted editors has 
consistently drawn to the pages of the maga- 
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zine articles by thinkers and _ practitioners 
whose ideas and experience have steadily 
molded the development of public health 
nursing. Even in these midcentury days of 
easy travel, huge national meetings, frequent 
regional conferences, and a multiplicity of 
workshops, nurses seek to communicate with 
each other through the written word. The re- 
ports of tested experience, ihe questions aris- 
ing from problems met, the standards estab- 
lished by careful group deliberation and trial, 
the envisioned goals in our own field of public 
health nursing have become part of our pro- 
fessional living not alone because of our asso- 
ciation with colleagues on the job or at meet- 
ings. In the quiet hours of many evenings, 
the brief breathing spells of countless busy 
days, the long waits to which our traveling 
work accustoms us, or the silence of our stu- 
dent libraries, we have made them our own 


through the pages of Pusiic HEALTH 
NURSING. 
1 THE EDITORS for the more than 


forty years who have sought out the 
material and patiently encouraged its authors, 
whose discrininating judgment has separated 
the enduring from the transient values, the 
sound from the superficial thinking, the 
broadly meaningful from the purely local ex- 
perience, the provocative from the casual 
ideas, we give our lasting gratitude. Because 
of their insistent requests, busy leaders have 
found time to share ideas and experiences, 
equally busy practitioners have been encour- 
aged to take pen in hand for our mutual 
benefit and delight, and many of us who pro- 
test that we cannot face an audience have 
been enticed into writing for unseen readers 
far outnumbering a_ biennial convention 
audience. To these contributors also we say 
thank you. Over and over in our forty vol- 
umes they have given us the basic truths im- 
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portant to public health nursing, again and 
again they have shown us how to change our 
practice to meet the ever-changing needs of 
our patients. Yet through the years we who 
have been the readers recognized with humil- 
ity the amazing foresight and vision of the 
pioneers. So that decade after decade the goal 
holds fast--to care for families in their homes, 
to teach healthful living, to nurse the sick, to 
prevent illness (almost indeed ‘to comfort and 
help the weakhearted and to raise up those 
who fall”). It does not change and as we read 
we are spurred on with fresh strength to play 
our own full part in the continuity. 

No brief paragraphs in this final issue of 
volume forty-four can pay full tribute to 
Pusiic HEALTH NURSING, its editors, its con- 
tributors, its readers. No evaluation score 
sheet yet devised can measure the farreaching 
influence it has had and will continue to exert. 
The true tribute and that which PusBLic 
HEALTH NuRSING, its predecessor, the VisitT- 
ING NURSE QUARTERLY, and its successor, 
Nursing Outlook, will value most comes from 
the countless thousands of patients whom 
public health nurses have served and are to 
serve. In the healthier, happier, more mean- 
ingful, and more productive lives of these 
thousands our professional magazines have 
found and will find their reward. To enable 
public health nurses and all those concerned 
with the practice of public health nursing to 
“read, mark, learn and inwardly digest” the 
written word of the young growing profession 
has been the distinguished contribution of 
Pusiic HEALTH NursING. With proper pride 
and with high faith in the continuity we in- 
vite our readers to open Nursing Outlook, 
Volume 1, Number 1, January 1953. 


—Rutu W. Husparp, R.N., Chairman 
Pusiic HEALTH NURSING 
Magazine Committee 
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A Nurse Midwife’s Story 


In this joint project we, six students at the Maternity Center Association School 
of Nurse Midwifery, have tried to te!l why we chose to study midwifery and 
the story of our experience at the school. The nurse in the story is com- 
pletely anonymous, but her thoughts are our thoughts, her opinions are our i 
opinions, her tribulations are our tribulations. We speak for ourselves alone. : 
We are but six of the two hundred nurses who in the last twenty-one years 
have taken the course at this school. We came because we found our earlier 
preparation in maternity nursing incomplete. Here we have had every 
possible opportunity to gain a high degree of technical skill based on broad 
scientific background and keen social sensitivity. 


Sir: STOOD by the open window and 
looked down on the teeming sidewalks. The 
street was noisier than ever tonight. It had 
been bad enough when windows could remain 
closed, but with the coming of spring the 
crescendo of street noises had risen. The 
others were asleep, but sleep did not come 
easily to her on call nights. She returned to 
the book lying open on her desk. 


Only by such willingness to stand for what is 
right in terms of the life and health of the people 
we serve can nursing make its greatest contribu- 
tion to medical progress. Remember, the world 
does not go forward with the unreasoning con- 
formists but with the people who have the 
courage and the imagination to do the things 
they believe are right.! 


Too restless for study tonight she turned 
off the light and threw herself across the bed. 
The open windows and bright lights brought 


This paper was prepared collaboratively by Ruth 
Covell, Marian Moore, Lillian R. Talbott, Jeannette 
Veldman, Jeane Walvoord, and Anne De Young. 
Since their graduation from the School of Nurse 
Midwifery, four of them have joined mission groups 
in Saudi Arabia, Formosa, Philippine Islands, and 
Iraq. The others are employed in California and 
New York. 


life in the tenement flats opposite the clinic 
into clear relief; voices drifted up from the 
street below, indistinguishable words, soft 
Latin accents. It was almost midnight, but 
she knew if she went to the window again she 
would see young children playing in the pools 
of pale light under the street lamps. 

Sleep eluded her still. She snapped on the 
light, reached for a book, and began to read 
where the pages fell open. 


In certain cases the nurse will find it necessary 
to manage the entire labor herself, either because 
of precipitate delivery or through delay in secur- 
ing the services of a physician. It is needless to 
say that such emergency progresses rapidly, and 
almost before careful preparations can be made 
the pains are recurring with such frequency and 
severity that the patient must be put to bed 
and given the undivided attention of the nurse. 
. . . It seldom happens that the nurse and her 
patient are entirely alone; usually the husband, 
some relative, or friend can be called upon. . . . 
The procedure is essentially the same as when a 
physician is present. . . , The nurse who intends 
to practice obstetrics should make it a point to 
. avoid the possibility of any accident. 


Anger rose abruptly within her—expecting 
nurses to deliver babies from textbook di- 
rections! The book slid across the floor. She 
got out of bed, found her cigarettes, dropped 
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into a chair by the window. A little breeze 
drifted through the room. Anger died as 
quickly as it had risen and the dark room was 
flooded with memory. 


The little ‘nakeshift hospital, set up in the 
tarpaper-covered frame barracks, shook in the 
grip of the angry winds sweeping down cyt of 
the reaches of the ragged Sawtooths. The 
young nurse stood alone at the foot of the 
delivery table, rooted there by fear. She 
looked at the nurses aid holding the ether cone 
in readiness. She listened vainly for the doc- 
tor's footsteps. Her mind sought a way out. 
The words of the books came but meant nothing 
at all, for the mechanism of delivery must be 
learned by doing. So she had “caught” the 
baby, and she had left the delivery room sure 
she would never go back; but she had gone 
back. 


And, remembering, it seemed to her the 
years were worth while, that going back had 
been the right thing. But she had also begun 
a search—a search where she could learn to 
“avoid the possibility of any accident” in 
meeting alone the “emergency” of birth. 

The years had gone on since that frightened 
girl delivered her first baby. There had been 
other babies, and always the prayer in her 
heart ‘“‘God, please let it be right.”” She had 
sought the knowledge she needed and had 
found no answer. Postgraduate courses in 
obstetric nursing were legion, but they were 
the retelling of things she had learned long 
ago, never the answer to what she needed when 
she stood alone waiting for the baby—wait- 
ing for the doctor. Finally she had learned 
about the School of Nurse Midwifery con- 
ducted by the Maternity Center Association 
in New York and had come to study mid- 
wifery. * 

It was very late now. Back in bed she lay 
idly thinking. It was hard to realize that 
time at the school had almost run out for her. 

Six months had gone by since that first eve- 
ning in New York when she had come up out 
of the subway into a bitingly cold January 
night. It was so dark that it was impossible 
to see the numbers on the houses but she had 
found the clinic easily enough—windows 
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barred, doors locked. As she was about to 
turn away a little man, almost as round as he 
was long, spoke to her and when he learned 
that she was a new student, said, “You come.” 
He took her into the dimly lighted hall and 
called from the foot of the stairs, “Miss Smit’, 
you come!” Several heads appeared over the 
stair rais and four voices in chorus bade her 
“come right on up.” That was the beginning. 

She turned on her pillow restlessly. The 
street noises rose and fell. Soon all of it 
would be ended: the days of classes, study, 
clinic, home visits, deliveries; the nights on 
call, half sleeping, half waking; nerves trig- 
gered to the point of rolling out of bed auto- 
matically at the first buzz of the phone bell. 
Soon she would be crossing the country again, 
the memories of those days and nights riding 
with her. 

It had not been all grind. There had been 
much of graciousness and tolerance and humor 
—the teas at the end of the long day, the 
lunches, the birthday parties, the insistence 
on the importance of the individual. All had 
had their part in arousing a new awareness— 
an awareness of people speaking a language 
at once new and yet familiar; of acceptance, 
faltering and doubtful at first, willing but 
seeking as the months went by. These would 
be the voices in her mind when she crossed the 
last mountain range and came down out of the 
hills into the heart of her homeland. 


HE NAGGING clatter of the telephone 

bell pulled her out of the warm shelter 
of sleep. Her feet were on the cold floor 
before she was fully conscious. She padded 
across the floor and stood quietly listening, 
“Ramirez . . . Fox Street.” In the lighted 
hall she was going through the chart box 
marked Bronx when she heard the soft call 
from above, and looking up, saw the junior, 
hanging over the stair rail. 

Back in her room she began dressing. While 
buttoning the blue uniform her thoughts went 
to the white she’d soon be wearing again and 
to that other world, her own world, so far 
away now. For almost twenty years she had 
been a hospital nurse. She smiled wryly when 
she recalled the astonishment which had 
greeted her when she first disclosed her plans 
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—‘What does midwifery hold for an institu- 
tional nurse’’? 


Such a nurse should be as competent to super- 
vise a labor floor in a large metropolitan hos- 
pital as she is to conduct an aseptic delivery in 


the meanest hovel; as able to organize a prenatal + 


clinic in a university hospital as to conduct 
mothers’ classes in the Ozarks. Actually the 
nurse midwives whom I know are competent to 
do all this.4 


Quickly she ran down the three flights of 
stairs to the admission room. From the closet 
she took delivery bag, flashlight, sphygmo- 
manometer, stethoscopes. She looked up as 
the junior student came into the room. ‘Will 
you help me close this bag?” How many 
times had this been said to her? The past 
was strong in her tonight—the cold snowy 
days and nights, hurrying to the subway, 
frantically hailing taxis before dawn, rushing 
up long flights of tenement stairs. The junior 
was riffling through the patient’s chart. Again 
those first days came rushing back. 


Class every morning from nine to twelve for 
four months: the principles and practice of mid- 
wifery; two hours each week classes with the 
doctors: the science and art of obstetrics; 
auditor at mothers’ classes; field trips to New 
York Lying-In Hospital, St. Vincent's Premature 
Center, Sloane Hospital for Women, the Psy- 
chometric Measurements Clinic at the New York 
Foundling Hospital, Margaret Hague Maternity 
Hospital, New York City Department of Health, 
et cetera; lectures on obstetrical problems at 
the Academy of Medicine; films; staff meetings. 

The second month brought more classes and 
things began to fall into place. Administration 
and supervision of maternal health programs, 
teaching the public about maternity, develop- 
ment of maternal and infant health programs; 
field work increased as field visits tapered off; 
clinical experience under the supervision of 
the doctors and the staff midwives; the begin- 
ning of a feeling of belonging; the passing of 
the first diffidence, beginning self identification 
as a Maternity Center nurse; antepartal and 
postpartal home visits, observation on delivery 
calls, false calls, early labor; and then after six 
weeks the first delivery. 
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STAFF'S voice brought her back to 
the present, “Do we have everything?” 
They locked the door behind them. The early 
morning air was soft. The street lights shed 
a meager glow on the not yet empty streets. 
A little knot of men was gathered at the drug 
store corner, arguing heatedly. ‘Seated on the 
curb by the subway entrance, a woman was 
being very sick. 

The subway station was cool and deserted 
—the same broken scales, empty candy dis- 
pensing machines; the junior’s voice, a little 
wistful, “Don’t you want me to carry the 
bag?” and her own, faintly reminiscent of the 
answer she had been given, “No. I won't 
be carrying it again.” Her lips were dry now 
— it was always the same, just as it had been 
the first time. 


Thot first delivery had been in the Bronx, too. 
From the beginning it seemed as though she 
had been fated for the Bronx; she felt she had 
a nodding acquaintance with every bug in some 
of the musty old houses. Not all of it had been 
squalor, dirt, decay; there were bright clean 
apartments, sometimes behind scarred battered 
doors leading from damp halls. Always the 
litter, the hopelessness, forgotten in the safe 
beginning of the new life. That first delivery at 
five-thirty in the afternoon had been a hurry 
call. She and the Staff had lost their way and 
finally had to take a taxi, then bolted up the 
stairs to find a multipara in active labor. . . . 


She looked across the car. The junior was 
wide awake, animated, chattering away at 
the sleepy Staff. She let her mind drift back 
through the months. 


. . . The unshaded 100-watt bulb dangling 
from the ceiling glared down on the patient, a 
pale girl with closed eyes, lying quietly on the 
bed, covered with a dingy sheet. 

The conduct of labor—observing contractions, 
palpation of the abdomen, checking the fetal 
heart, taking temperature, pulse, respiration, 
blood pressure, shaving, giving the enema, set- 
ting up for delivery; Staff helping, observing, 
preparing for the baby, advising, encouraging. 

She had sat down beside the patient to ob- 
serve her contractions when the realization 
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came with the Staffs laconic, “What are you 
planning to use for a worktable” that she was 
to deliver the baby! How long ago all that 
seemed. 


The train jolted to a std at the station. 
They crossed the platform and entered the 
White Plains express. On this less crowded 
train they were able to sit together. The 
junior whispered, ‘‘Aren’t you excited?” 

Excited? She supposed it was that. 
remembered that other evening 


She 


. .. A film of perspiration had been on her 
forehead when she had dropped on one knee 
beside the bed, before the draped patient. A 
contraction was at its height, the bulging mem- 
branes at the introitus—her first home delivery! 
The membranes ruptured audibly. The head 
was crowning. Her own voice had sounded 
strangely hollow, “No puje! No puje! Tell her 
not to push!’ She heard the Staff's unhurried, 
“Flex the head,” and in a moment the occiput 
was free and extension had begun. 

It seemed to her hours before she placed the 
baby, wrapped in warm blankets, in the arms 
of the girl on the bed. Relief and gratitude 
came to her out of the depths of the tired eyes. 


The subway train was rumbling on. She 
heard the Staff’s reminder, “We get off at 
Simpson.” 

“We get off at Simpson.” In a few days 
she would be going back, back to her old 
familiar world, the old familiar round of the 
hospital. She, an American nurse midwife 
in an American hospital, facing all the old 
questions, the politely mocking smiles. ‘What 
place can a midwife hope to have in the United 
States? There are no more home deliveries.” 
The answer to that had come at the very be- 
ginning of her course. Her instructor was 
talking, “. . . no effort to change the obstetri- 
cal pattern in the United States. There is no 
desire to institute the independent practice 
of midwifery by American nurses. The objec- 
tive is better preparation in obstetrics for 
American nurses. We believe that every 
nurse, in order to meet the emergencies with 
which she may be faced, should’ have had ex- 
perience furnished her before she completes 
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her basic training which will enable her to 
carry through with a normal spontaneous 
delivery on her own. Our school is a purely 
temporary institution, administering a home 
delivery service through which the student 
nurse midwives obtain their practical ex- 
perience. We have no thought of attempting 
to revive the practice of home delivery in 
the United States, but no hospital in New 
York City has opened its labor and delivery 
rooms to the training of nurse midwives. 
When our acknowledged end is achieved— 
the incorporation of the whole body of knowl- 
edge and provisions for experience in mid- 
wifery in the curriculums of American uni- 
versity and hospital postgraduate courses in 
obstetrics—Maternity Center Association will 
close the doors of its School of Nurse Mid- 
wifery for the last time. But until that end 
is accomplished this school, which stands as 
a memorial to Dr. Ralph W. Lobenstine, will 
continue to exist and function.” 

The train was stopping frequently now. 
She heard the Staff’s “This is our stop,” and 
the junior’s ‘““You’re sure you don’t want me 
to carry the bag?” She was mildly surprised 
at her own answer, “Sure, you take it.” 

As they came out of the station and turned 
into Fox Street she realized that somewhere 
along the way her tenseness had disappeared. 
She looked up at the sky; the blue was be- 
coming pale. A fleeting thought crossed her 
mind: it would never be like this again. Yet 
it would always be like this—nurses starting 
out in the dark, picking their way through the 
debris of old habits, old thoughts; and always, 
just ahead, the promise of day. .. . 

A dim light burning in the doorway; a 
collarless man waiting on the steps; the 
junior’s voice mingling with her own, “We are 
the nurse midwives from Maternity Center.” 
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| SS DID the nurse who casually 
spoke of geriatrics while giving her report to 
the board of governors of our nursing agency 
realize that she had used a magic formula. 
She might as well had said “rumpelstiltskin” 
or some other form of open sesame. After the 
first laughs and the first question, “What 
does that mean?” the magic began to work 
and enthusiasm to bubble up in the group. 
The board members turned their minds to a 
new project and through it have provided un- 
expected pleasure to an ever-enlarging group 
of aging folk in Harrison. 

Before the board meeting was over a small 
committee was formed to explore the possi- 
bilities of setting up a recreational program 
for the aged. The entire project has been a 
board member project—planned and carried 
through by the board with very little help 
from the nursing staff. 

On St. Valentine’s Day in’ 1951 we opened 
the Senior Canteen. Attractive invitations 
had been sent to a list of people whose names 
had been given to us by local ministers and 
social workers, friends, and, of course, our 
nurses. St. Valentine’s Day turned out to be 
one of those icy February days when we feared 
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Geriatrics Is 
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no one would venture out. To our surprised 
delight five guests arrived, and that was the 
beginning. Now we have a mailing list of 
thirty-three and there usually are twenty 
guests at the bimonthly meetings. These old- 
sters come from twelve nationality groups, 
and although a year ago they did not know 
each other, every meeting is like old home 
week now. 

You may well ask, “How do you manage 
with no funds for the program?” The com- 
mittee planned to ask cooperation from local 
groups, and again the magic worked. Every- 
one was interested in the Senior Canteen and 
the project is now shared with the Harrison 
Woman’s Club, the Girl Scouts, the Harrison 
Garden Club, the Women’s Auxiliaries of the 
Episcopal and Presbyterian Churches, the 
Choral Club, the Eastern Star, and others. 
School groups of all ages have entertained the 
canteen members during the year. 

The VNA. committee continues to adminis- 
ter the project. The members arrange the 
dates for the various functions and send out 
the invitations, usually postcards with a suit- 
able drawing, which are mailed just a few 
days before the event. A record is kept of the 
canteen members’ birthdays, hobbies, and 
special interests. 


(Continued on page 671) 
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Rehabilitation Program for the Aged 
In Two.County Institutions 


In the past twenty-five years there has been increased interest in the problems 


of our aging population. 


Earlier little or no attention was given to the 


prepuration for the “September days” socially, economically, or psychologi- 

cally. It is teo much to expect that any revolutionary changes will be made, 

for we know too little about the aging processes and even less about the 

human factors which make up the life of the aged. Nevertheless, we are 

continuously adding to our knowledge, and when this knowledge is applied 
the results far outweigh the efforts. 


MURRAY B. FERDERBER, M.D. 


(= ALLEGHENY County Institution 
District sponsors two homes and hospitals at 
Woodville and Mayview, operated under one 
administrative head. All of our patients are 
medically indigent and chronically ill. They 
enter the institutions voluntarily. Many are 
admitted in extremis and die within twenty- 
four hours, others live for some days or weeks, 
and still others prove to have a physical re- 
serve which their condition on admission 
belied. It is with this latter group of patients 
that we started a program of rehabilitation 
at Woodville in 1946. 

When the service started the personnel 
consisted of one male nurse and two aides. 
Patients showed reluctance about participat- 
ing in the program which might restore them 
to some form of activity either in or outside 


Dr. Ferderber is consultant in physical medicine 
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at Aspinwall, and with Alfred C. Kraft, M.D., staff 
physician and chief of Rehabilitation Service, Alle- 
gheny County Institution District. 


of the county hospital. They were afraid— 
afraid of losing the security they enjoyed in 
the institution, afraid that their ultimate im- 
provement might result in discharge and they 
would be thrown on their own resources in a 
cold, unreceptive world. The director, recog- 
nizing the bases of the fears, assured the pa- 
tients none would be discharged against his 
will, and the program got under way. 

In the period from 1946 to 1951, 608 pa- 
tients were treated in the rehabilitation 
service. As the institution population was 
1,800 it may seem that we scarcely touched 
the possibilities. However, large numbers of 
patients were helped to learn simple maneu- 
vers to make bedfastness more bearable and 
to lead more active lives eventually. 

From a clinical point of view the best re- 
sults were obtained with patients in the fifth 
to seventh decades of life. The majority had 
been in private hospitals earlier and had been 
transferred to the institution directly from the 
hospital or after an intervening period at 
home. Many as a result of the rehabilitation 
service were able to return home and some 
were able to work. 

We firmly believe that long hospital con- 
finement with the concomitant deterioration 
can be avoided if restorative principles of 
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sound medical care can be applied. This 
would speed up hospital dismissals and free 
doctors and nurses for concentrating their 
services on the more seriously ill. Further- 
more, rehabilitative efforts would prevent 
atrophy, which occurs more rapidly in the 
aged than in the young. 

Early ambulation is now a popular expres- 
sion, used particularly in reference to tae care 
of young people in whom the desire for move- 
ment is inherent. They need little supervision 
or motivation to move about. On the other 
hand, the aged and the aging, who deteriorate 
rapidly, need earlier ambulation to prevent 
deconditioning, which often results in disaster. 
Consequently, early ambulation is much more 
important to the welfare of the aged than to 
that of the young. 

Patients with fracture of the femur illus- 
trate well the values of early ambulation. 
Formerly a person with a fractured femur 
deteriorated so rapidly in bed that resultant 
decubiti, hypostatic pneurnonia, and other 
complications led to a high mortality rate. 


, Open reduction with good orthopedic technic 
- and early ambulation produces a different 


picture. Even removal of the femoral head 
and substitution by metal or plastic has, in 
our opinion, been highly successful, with ac- 
tivity following surgery within three weeks. 
The primary justification for early surgical 
fixation is early ambulation. In the five-year 
period of our study we attempted the restora- 
tion of 101 people ranging in age from thirty- 
nine vears to eighty-nine years, all of whom 
had lower extremity fractures. Almost 60 per- 
cent of these people were discharged and 25 
percent returned to work immediately 


MONG THE “forgotten people” in our 

country there are about 1,250,000 hemi- 
plegics. The medical-nursing dogma of “put- 
ting the patient to bed to rest” can be over- 
played, especially with hemiplegics. During 
our study period 196 hemiplegics were referred 
to the rehabilitation service. The elapsed 
time between the stroke and the beginning of 
rehabilitation ranged from thirteen days to 
four years. We found that the sooner we 
started activity after a stroke the better the 
results, and the shorter the time before dis- 
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charge. We were able to discharge seventy- 
four of these 196 patients to their homes, 
eighty-seven were definitely improved al- 
though they remained in the institution, and 
the remainder were subjectively better. 

Although there were many amputees avail- 
able we selected forty-seven who had ex- 
pressed interest in our program for rehabilita- 
tion service. Al} had portions of lower ex- 
tremities amputated. They varied in age from 
forty-seven to eighty-four years of age. Of 
this group twenty returned to their own homes 
and twenty others returned to gainful employ- 
ment. 

If our hospitals were to follow a more 
dynamic restorative program many patients 
who now remain in hospitals and institutions 
for iong periods of years would return to their 
own homes. It is important, therefore, that 
nursing care in the hospital be directed toward 
ambulation and self care. This “hospital in- 
struction course” should include more than 
training the patient to walk; it should include 
care of his personal toilet, of his bed, and of 
the area in which he lives. Simple overhead 
pipes or lumber from which pulleys made of 
ropes and pieces of broom handle are sus- 
pended can make the difference between de- 
pendency and progressive activity. An or- 
dinary strap or section of clothesline fixed to 
the footboard is an ingenious device to help 
a patient bring himself from the supine to an 
upright position. Every patient who must use 
a wheelchair should be taught the proper 
technics of getting in and out of hed, et 
cetera. The ability of a chronically ill patient 
to handle his bedpan independently becomes 
an accomplishment that raises his own sense 
of personal dignity. Adaptation of these con- 
cepts to the care of the patient at home is 
important. If a chronically ill patient does 
not have to have constant attendance in the 
home it may free a member of the family to 
undertake paid work and ease the family 
burden. 

Institutions for our chronically ill—private 
and public—have gradually adopted the prin- 
ciple that it is not only a mark of good medi- 
cal care but also sound economics to operate 
their own programs of rehabilitative measures. 
But it was not too long ago that institutions 
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were operated for the convenience of the ad- 
ministration rather than for the comfort of 
the inhabitants. At Woodville we have been 
singularly fortunate in the help given us by 
volunteer groups. They have secured radio 
and television sets for the patients. These 
furnish a link with the outside world and pro- 
vide pleasure that is. reflected in better rest 
and increased interest in one another as well 
as in current events. A beauty parlor for the 
women has proved a major morale stimulant; 
a comfortable lounge and a snack bar have 
helped to engender a certain “community” 
spirit which in turn tends to offset the bore- 
dom which must be regarded as a factor in 
any illness in any age group. 

After the rehabilitation program was well 
started at Woodville we initiated another at 
Mayview, principally in the female infirmary 
for longterm patients. To the casual ob- 
server or visitor to these wards the outlook 
for effective assistance for these women ap- 
peared hopeless. The majority were incon- 
tinent; they were bedfast under conditions 
that left much to be desired; they had de- 
teriorated physically and mentally, resulting 
in disinterest in cleanliness or in anything 
more than minimal care. 

Many of these women in the worst physical 
category were removed to a light airy bay, 
designated as the Round Room. Almost all of 
them were hypertensive, unsightly in appear- 
ance, and, for the most part, unresponsive to 
any type of question or conversation. The 
prospects for reactivating them were poor. 
Because of weakness, incoordination, and utter 
physical and mental inertia many were unable 
to sit up for more than a few minutes at a 
time. Many were excessively obese because 
of inactivity, and there were deformities of 
forward-fixed heads, contractures of various 
extremities, et cetera. This meant that each 
patient required individual care although a 
program of the various principles of simple 
restoration could be applied to all. The rou- 
tine of benign management included tolerable 
exercises, proper adjustment of diet to indi- 
vidual needs, and increasing activity as their 
strength and disabilities permitted. Correc- 
tion of deformities was necessary—therapy, 
prosthetic devices, and surgery. 
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HE RESPONSE was all that we could 
have hoped for. First the women showed 
complete changes in facial expressions and 
carried on animated conversations. Following 
this an esprit de corp prompted competitive 
methods of motivation. But strangest of all 
was the 50 percent reduction in the use of 
clothing and bedding units as incontinence 
gradually decreased, almost to the vanishing 
point. 

We have discharged some of these women 
to their families; others have become ambu- 
lant within the institution; and others have 
been transferred to Woodville Rehabilitation 
Service for more active routinization. This in- 
dicates that we ought to revise our estimates 
of the resources and concepts of human 
longevity, as these patients are still hyperten- 
sive and no changes have occurred in their 
pathological physiology. With this program 
great economies can be effected in personnel, 
laundry, medication, et cetera. It is impos- 
sible to measure the beneficial results in terms 
of patient morale. 

The success of this program gives rise to 
another interesting speculation. We have 
maintained that institutional apathy can be 
transmitted to those charged with the care of 
the chronically ill and the aged. But it ap- 
pears that the personal outlook and attitude 
of those in charge can conversely affect the 
patients. It is our belief that essentially the 
root of the success of the Woodville project 
has been the personal interest that we have 
tried to show in each patient. The patients 
have been pathetically quick to respond to a 
friendly hand stretched out to them in sym- 
pathy and helpful understanding. Kindliness 
seems to be the keynote of successful re- 
habilitation. 

A new facility is being provided for many 
of the unfortunates who have been handed 
down in desperation from’ doctor to doctor, 
from institution to institution. Ground has 
been broken for a new 2,000-bed institution. 
Some of its unique features are: 

1. A complete floor is devoted to rehabilita- 
tion services with integral ward units through- 
out. 

2. A modified colony plan is carried out in 
the ambulant section’ providing for small 
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groups to be together, despite the immensity 
of the project. 

3. The rolling terrain is utilized to provide 
direct ground access for 1,100 patients. 

4. The most striking innovation is a cen- 
trally located recreational center: highlighted 
by a multilevel auditorium that can be en- 
tered from four flgors without using ramps, 
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stairs, or elevators. 

Rehabilitation will be considered one of the 
medical specialties and will be available to 
every patient. Nurses, physicians, therapists 
will be trained in physical restoration and 
geriatric management. We know that our 
experiences at Woodville and Mayview will 
help us to avoid earlier errors. 


Home Nursing Service for Employees 


BERNARDINE STRIEGEL, R.N. 


‘Tie VISITING NURSE Association of 
Milwaukee recently considered offering con- 


tracts to commercial and industrial firms in 


its area for home nursing care for their em- 
ployees. I worked with a committee of board 
members, the director, and the supervisory 
staff on these plans, and it occurred to me that 
some of our thinking might be interesting 
and helpful to other nursing organizations. 
First, we thought about what the program 
could mean in terms of earned income for the 
association, as well as in terms of meeting in- 
dividual and community needs. If the service 
is used as it should be by employees who 
really need and want it the volume will be low. 
Experience has shown that the employed pop- 
ulation (fifteen to sixty-five years of age) has 
used less visiting nurse service than any other 
segment of the population. There are many 
reasons for this—many employees have some 
on-the-job medical and nursing service; the 
incidence of communicable disease in this age 
group is lower than in the younger population. 
The larger percentage of employees have 
group hospital insurance and go to hospitals 
when seriously ill and often are nursed by 


Miss Striegel is group nursing consultant of the 
Metropolitan Life Insurance Company, New York. 


their families when they are home with minor 
illnesses. Therefore the earned income from 
this type of program will never be high. 

However, the program is sound from the 
agency and community points of view: it 
meets an existing need; it may acquaint a 
family with the service it can use for other 
members on a part pay or no charge basis; it 
gives the employer a better understanding and 
appreciation of the VNaA program. 

The committee next considered the kind 
and amount of service to offer, to whom to 
offer it, and the subject of agreements and re- 
ports. We believed that the program should 
not provide for home visits to all employees 
who give illness as a cause of absence or whose 
cause of absence is not known, or whom the 
employer wants visited. We know from ex- 
perience that in many instances the employee 
does not need or want nursing care, that he 
may look upon it with suspicion and consider 
a nurse’s visit to his home an encroachment 
on his privacy. We know also that when an 
employee who is absent from work is not at 
home when visited, this does not necessarily 
mean that he is not ill. 

Therefore it is important that when con- 
tracts are arranged employers should under- 
stand that home visits will be made only to 
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those employees who indicate that they want 
professional nursing care, treatment, or in- 
struction. 

It is practical and reasonable to suggest to 
the employer that he contract for all the visits 
necessary in an acute illness. In cases requir- 
ing many visits the nursing service should 
clear with the employer after the sixth visit 
and at regular intervals thereafter. Provision 
should be made for those with chronic illness 
to receive a specific number of visits, and in 
certain instances for exceptions to be made 
so that more visits may be given. Women 
on maternity leave should receive the same 
amount of service that other maternity pa- 
tients served by the organization are given. 
The employer should be told that in keeping 
with organization policy all cases will be 
closed after one or two visits if the employee 
is not under a physician’s care. There are 
times when employees may benefit consider- 
ably from one or two nursing visits for health 
guidance, even though they are not under 
medical care. 

The committee believed also that forms 
similar to available Mur forms, such as Re- 
port of Nurse to Group Policyholder (NS30G) 
and Use of Nursing Service by Group Insured 
Firms (NS125G3) would be helpful. In ad- 
dition to such forms a billing form would be 
required. After contracts have been signed 
information about each firm should be kept 
on individual cards. This information should 
include the following: name, address, tele- 
phone number, type of industry, number of 
employees by age and sex, names of people 
to call on administrative matters such as ex- 
tension oi care and payment of bills, informa- 
tion about spacing of reports and to whom to 
send them, a description of occupational 
hazards. A duplicate card should be kept in 
each of the district offices. 

We next discussed the formation of an in- 
dustrial advisory committee and an inservice 
staff education program to prepare the nurses 
for participation in this service. There was 
agreement that an advisory committee was 
necessary, and suggestions were made that 
such a committee should have representation 
from the nursing, finance, and medical ad- 
visory committees of the agency, from man- 


agement and labor, and in addition an indus- 
trial physician, an industrial nurse and an 
industrial nurse consultant. 


FTER CAREFUL consideration of all the 

above points the board of directors of the 

Milwaukee Visiting Nurse Association came to 
the following decisions: 

1. To initiate a program contracting with 
firms in the community for home nursing 
service to their employees, emphasis to be 
placed on the professional nature of the service 
—that visits will be made only to the employee 
who wants and needs nursing care and coun- 
seling; that contracts may be canceled if em- 
ployees are referred without their knowledge 
and consent. 

2. To appoint an industrial advisory com- 
mittee to work out the details of the program 
and to make recommendations to the board; 
the committee to be responsible for the con- 
tent of the agreement to be established; this 
to be cleared with legal counsel. 

3. To offer service to all local employers; 
the names of the firms and their executives to 
be secured from the local chamber of com- 
merce; letters signed by the director of the 
Vna to be sent to all employers having twenty- 
five or more employees; the letters to offer to 
send upon request the Mir booklet, Visiting 
Nurse Service—a Guide for Management, and 
to offer also a personal visit by the director or 
one of her assistants to discuss details of the 
proposed program. 

4. To designate a supervisor or coordinator 
of the program; among her responsibilities to 
be planning a suitable staff education pro- 
gram, review of records and reports, and anal- 
ysis of records. 

Conclusions: It is apparent that a home 
nursing service to employees through contracts 
with employers is professionally sound but 
cannot be considered a great source of income 
to the Vna. The service to be given must be 
clearly defined and constant attention is re- 
quired to maintain its professional character. 
This service provides the opportunity for a 
nursing organization to interpret its program 
to employers, employees, and their families. 
It also gives the staff a better understanding 
of the industrial situation in the community. 
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A Workable Fee Schedule 


FLORENCE G. FRALIN 


te VISITING Nurse Association of 
Allegheny County has been experimenting 
with a fee schedule for several years. It was 
first developed at the request of the staff, who 
expressed a need for a tool which would serve 
two purposes: (1) to set an objective and 
equitable scale for those families who could 
pay for service but who could not afford the 
full fee and (2) to state in simple terms the 
role of the local Community Chest in its sup- 
port of the VNa and to give a picture of over- 
all agency administration and financing. We 
shall describe this schedule, which has been a 
partial solution of the ever-present problem 
of payment for service. It does not supply the 
complete answer but it is one of the ways we 
have tried to help the staff nurse feel comfort- 
able when she sets a fee basis. 

A stated fee for nursing service based on 
the cost of providing that service is a concept 
not new to voluntary nursing agencies. Our 
agency has always charged such a fee for 
those able to pay for care and payment for 
whose visits was not covered by some contrac- 
tual arrangement. Those able to pay the full 
fee usually do so, but families unable to pay 
the full fee for nursing service have presented 
a problem. The staff nurse, whether or not 
she has had experience or instruction in fee 
collection other than that provided by the 
agency in its orientation program, presumably 
determined the fee basis with the help of the 
family through data it provided. As a matter 
of fact, in many instances the nurse could 
collect only the amount the family was willing 
to pay at a given time. Many times it was 
difficult for the nurse to obtain financial data 
to use as a basis in establishing a fee which 
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she knew the ramily could afford. Some 
nurses habitually collected higher fees than 
other nurses working in comparable districts. 
Some felt uneasy about their responsibility 
and were not sure of their approach. All were 
eager to have an objective and tangible basis 
for determining the charge to the family. 

We decided in 1949 to set up a schedule of 
graduated fees, scaled to the income and size of 
the family. We thought it was important to 
include with the schedule some interpretation 
of the cost of the service and some information 
relative to Community Chest support. 

Our first leaflet as it evolved served two 
purposes. It was explanatory and told the 
story of how the nursing service was made 
possible and placed within reach of all mem- 
bers of the community who needed it. It also 
included a graduated schedule of fees based 
upon income and number of people in the 
family. The leaflet could be left with the 
family and a glance at the last page would 
indicate the exact fee expected if there were 
no other factors in the family situation which 
would affect ability to pay. 

The staff welcomed this approach to the 
problem of fee collection, They thought that 
the leaflet provided them with a businesslike 
approach to any discussion of fees. However, 
experience in the use of this material indi- 
cated that the interpretive leaflet and the fee 
schedule guide could be used more advan- 
tageously by the family when distributed in- 
dividually. We now have an interpretive 
leaflet which the nurse can leave with the 
family when this is desirable, and we are pro- 
viding a separate fee schedule guide, primarily 
for the use of the nurse. 


HERE HAVE been two revisions of the 
original schedule, the major alterations 
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related to changes in cost of living. We 
thought. of course, that graduated fees should 
be based not only on cost of service but also 
on the cost of living for the area served. The 
Bureau of Social Research of the Health and 
Welfare Federation of Allegheny County 
was extremely helpful in working out an ob- 
jective procedure. We reached one decision 
before setting the scale: there was to be a 
maximum fee which would represent actual 
cost, and there would be no charge in excess 
of cost. Our aim was to arrive at a schedule 
in which fees would be charged in proportion 
to a family’s ability to pay. Cost of living 
was determined for families of varying size 
based on data contained in the Guide to 
Budgeting Limited Family Incomes in Pitts- 
burgh and Allegheny County,* adjusted for 
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price changes, and on estimates of relative 
costs for families of different size. These esti- 
mates were taken from the Bureau of Labor 
Statistics publication: Workers’ Budgets in 
the United States, 1946 and 1947. 

We were interested primarily in the relative 
ease or difficulty with which families could 
meet or exceed living expenses at different in- 
come levels. We then arbitrarily fitted this 
ability to a range of fees based on income, 
family size, and frequency of visiting. By 
“arbitrarily” we mean we decided that in most 
instances families of a certain size receiving a 
stated income should be able to pay a pro- 
posed sum, provided there were no unusual 
factors affecting their ability to do so. 

The fee schedule cyrrently in use is repro- 
duced below. 


FEE SCHEDULE 


Weekly Income 


Number in Family 
3 4 5 


Take Home Pay 1 2 6 or more 
$100 and above $3.00 $3.00 $3.00 $3.00 $3.00 $3.00 
90 - 99 3.00 3.00 3.00 3.00 3.00 3.00 
80 - 89 3.00 3.00 3.00 3.00 3.00 249 
70-79 3.00 3.00 3.00 3.00 2.75 2.50 
60 - 69 3.00 2.75 2.50 2.50 2.25 2.00 
50 - 59 2.50 2.25 2.00 2.00 1.75 1.50 
40 - 49 2.00 1.75 1.50 1.50 1.25 1.00 
30 - 39 1.50 1.00 a By i 50 50 
Less than $30 50-1.00 50-.75 50 50 50 0 


If no more than 4 visits in 4 weeks, charge fee shown in table. 
If more than 4 but less than 9 visits in 4 weeks, drop back one step in income 


scale. 


If 9 or more visits in 4 weeks, drop back two steps in income scale. 
Note: These charges are for nursing visits lasting one hour or portion of 
one hour. The nurse will make individual adjustments for service extending 


beyond one hour. 


The income figure used is for total “take 
home pay,” since it was believed to be more 
realistic than gross income. As an illustration, 
a family of a father, mother, and three de- 
pendents, earning $55 a week, would be ex- 
pected to pay $1.75 for a nursing visit. If 
that same family were receiving care at the 
rate of two visits a week for a fairly long 
period the charge would be $1.25, one step 
back on the income scale. 


*Health and Welfare Federation of Allegheny 
County. 


Each nurse carries a copy of the fee sched- 
ule, but the schedule never stands alone. Of 
first importance is the understanding of pay- 
ment for service which the nurse herself has, 
and the interpretation which she makes. She} 
gives to the family the interpretive leaflet, ex- 
plaining briefiy the services offered by the 
Vna and the sources of its support. The fam- 
ily is reminded that the amount of the fee does 
not affect the service given. If the family is 
paying the full charge the nurse asks no ques- 
tions about income. This information is 
necessary when the fee must be adjusted. 


} 
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IHHEORETICALLY, the schedule seems at 
least fair. Our maximum charge of $3 for 
a family of four persons begins at the upper 
quartile of income for families in the metro- 
politan Pittsburgh area according to 1950 
census income figures. At the median level of 
income the charge for such a family would be 
$2. In other words, those in so-called average 
circumstances are expected to pay one third 
less than those in the upper quartile. 

If there are any reservations about a fee 
schedule set up for the use of the nurse, they 
have been based on the feeling that it could 
be used too arbitrarily. Certainly every fam- 
ily situation is different, and establishing a 
fair fee basis must rest on the individual fac- 
tors to be considered in each situation. When 
necessary data about the family are readily 
available, no problem exists for family or 
nurse usually. Frequently, however, definite 
data on income are not available. 

In addition, every nurse differs from an- 
other and can he expected to establish a fee 
basis weighted at least to some extent by her 
own past experience, acceptance of people, 
and philosophy of service. Nevertheless, we 
believe any material or device which serves as 
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(Continued from page 663) 


Each meeting has its special attraction. 
Here are the notes kept by the canteen chair- 
man for last November: The members met 
in the sunroom of the nursing office and 
played bingo for an hour. They were then 
driven to the Girl Scout house where they 
were entertained by Troop 10. Old songs were 
sung and refreshments served, and then every- 
one was driven home. At’ the second meeting 
that month the canteen was invited to attend 
an art show at the Westchester Country Club. 
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a guide to the nurse and supports her in ar- 
riving at a fair and equitable fee is worth a 


Unfortunately, we haven’t been able to 
study the effects of the graduated fee schedule 
upon agency income. It is impossible to make 
valid comparisons because of ever-present 
changes within the community and within the 
agency. The number of nurses and the 
amount of service provided fluctuate, strike 
conditions occur, and no one period of service 
duplicates another. However, we know that 
the total amount of money collected has in- 
creased, and has increased to a greater extent 
than could be expected solely through an in- 
crease in charges being made because of higher 
costs of visiting. Also, we know that the num- 
ber of so-called part pay visits has increased 
noticeably. 

Our present experience leads us to believe 
that there is a place for a fee schedule which 
gives the individual nurse the support of a 
tangible basis for adjustment of fees. We 
would like to know if other agencies are ex- 
perimenting in this area or have answers to 
this perennial problem of fee determination 
and collection. 


After the show, which they enjoyed very 
much, they went back to the nursing office to 


talk over what they had seen. Refreshments 
were served by the Woman’s Club. 

So the year went. One elderly man said, 
“We never know what we are going to do next, 
but each meeting is better than the last one.” 

People in the community have been en- 
thusiastic about this project. They have do- 
nated money, games, books, and supplies, all 
of which have made the canteen a happy 
place. Our VNa board members are looking 
forward to building a more varied and helpful 
program in the future. 


| 
| 

| 

| 
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O. Would Some Power... 


ELIZABETH REED, R.N. 


During the past few years | have developed—entirely in a spirit of fun— 
a series of one-minute monologues dealing with public health workers. | 
have been persuaded to write down a few about consultants. These creatures 
never dwelt on land, sea—or in any organization employing public health 
nurses. They are merely composite pictures of persons | have known or 
heard about. To round out the picture, | should have written one showing 
an ideal consultant at work (and these, of course, are in the majority) but 
since there is neither time nor space for such a description, you visualize your 
favorite consultant and | will gladly and humbly dedicate this moment 
of levity to her. 


The Sten Critic 


; THANK YOU for saying you are 
glad to see me. I hope you can still say that 
when I leave here tomorrow. . . . I regret to 
say that your report forms, especially report 
Sexr, have been coming in in an unsatisfac- 
tory manner lately. . . . Of course I realize that 
such reports are highly unpopular and some- 
times tedious to make out, but they must be 
compiled. The central office demands it... . 
Of course it takes time from your everyday 
duties. . . . But which is more important— 
what the central office wishes, or making visits 
in the field? .. . Naturally the latter are quite 
important, but it is well to remember that the 
central office helps to pay your salary and 
also recommends salary increases. Now to 
get back to report Soxr, it would seem utterly 
impossible for your nurses to have made 
12,828 visits last month when you only had 
twelve nurses. .. . So you think it was a cleri- 
cal error and should be only 1,282? . . . Would 
you verify that for me, please? We can’t 
afford just to “think” in a situation like this. 
We must know. . . . Thank you. . . . Now, 
concerning the completion of form 628RU, 
we regret to note that you are not filling them 
out as requested. The notation most fre- 


quently left unanswered is the nationality of 
the mothers’ grandparents. . . . They usually 
don’t know? . . . What kind of families do 
you have in this community? . . . In the 
future please try to get this very essential 
information. . . . Next, I would like to discuss 
the six seminars we are having in the fall... . 
You don’t care if you never go to another 
seminar, Miss Reynolds? Well! I am very 
much afraid that on my trip report and evalua- 
tion sheet I am going to have to say that I 
found you most woefully wanting in objective 
reception to criticism! 


The “Jourcet 


H, GOOD MORNING, Miss Stevens. 1 

am simply delighted to be here to see 
you and your staff, and especially to see this 
part of the country. . . . Indeed it is different 
from the northern section of the state. How 
can there possibly be such a difference? But 
it is so refreshing. . . . I hear you have a 
wonderful beach. . . . Why yes, I would love to 
see it. Why don’t we go there this afternoon 
and talk while we lie in the sand and bask in 
the sun? The atmosphere should be very 
conducive to clear thinking. . . . Oh, and I 
saw a couple of lovely antique shops as I 
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drove into town. I do want some early Ameri- 
can milk glass. I have everything I want 
except the ice cream dishes. I do hope I'll 
have a chance to look at their stock while I’m 
here. . . . Isn't the famous authoress, Harriet 
Beecher Stowe, buried around here somewhere, 
or was it that she wrote here—or something? 
. . . Oh, was that it? . . . Indeed, I’d love to 
see her summer place. How about tomorrow 
afternoon? Right after lunch we can discuss 
some of your problems as we ride out there. 
. . . No, I'll be here only two days. I know 
we'll have much to discuss but I am sure we 
can get it all in. . . . Now the first thing I 
wanted to discuss with you is the nursing 
criteria for the new chronic disease program 
that is being set up here. Certainly the first 
thing that must be considered is the size of the 
staff and the need as determined by a survey. 
Say, why don’t we go look at some of that 
milk glass as we talk about this? We'll kill 
two birds with one stone! 


The Leaner-over-backward 
ELLO EVERYONE! How nice to see 
you all again! Don’t know why I am 

here. There is never anything for me to do 

here. You all carry on such a beautiful pro- 
gram that it is difficult for me to be a good 
consultant... . / Anyway, Miss Granger told 
me to come and naturally I leaped at the 
chance. . . . Well, to be quite truthful, Miss 
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Granger did say I should talk to you about 
the fact that it seems ‘you don’t have much of 
a maternity program here any more. . . . Didn’t 
you drop from forty new prenatals a month 
a year ago to about ten a month now? .. . But 
of cocrse I know how busy you are, especially 
with the new diabetes detection work, and 
you just can’t do everything at one time. Of 
course Miss Granger thinks that Mcu is the 
backbone of every local program but that is 
just her idea. . . . I was so impressed with 
your last month’s report. My, the work you 
all do put out! Miss Granger says so many 
visits don’t indicate thoroughness in any one 
program but it may be that she dwells in an 
ivory tower and you all do the work. .. . It 
is just like Dr. Harrell said just a few minutes 
ago when he welcomed me: we consultants 
would do better if we consulted with the new 
local health departments and kept our noses 
out of the old established ones. . . . Isn’t he 
the funny one! I almost thought for a moment 
he meant it! . . . There are one or two other 
things that Miss Granger thought I might 
talk to you about, and I will. But I honestly 
think these days that it is a case of live and 
let live. I would be the last one to criticize 
anybody! 


Miss Reed is director, Division of Health Informa- 
tion, State Board of Health, Florida. She is the 
author of “Hobbies Pay in a Professional Way” in 
HeattH Nvrsinc, February 1952. 


There is a natural phenomenon that has contributed to the development of our present world 
organization: just as the human species comprises one brotherhood in all parts of the world, the 
differences being more apparent than real, so too, the communicable diseases that afflict the human 
race are also very much the same diseases, wherever they may be found. There is no such thing 
as Cuban malaria, there is simply malaria which, if not checked, follows man around the world, 


through its vector. 


We are united today in a world crusade, the like of which the world has never before seen. 
It is a crusade in which we adapt our strategy to local conditions in fighting the common enemy. 
And, as far as communicable diseases are concerned, we know that we may win a local battle here 
and there, but we cannot win the crusade until the disease is eradicated, or at least brought under 


contro] all over the earth. 


—Dr. Brock CuisHo_m, Director-General, 
at opening of the Inter-American Congress of 
Public Health, September 26, 1952, Cuba. 
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Emotional Problems of Children with Orthodontic Defects 


‘ HELEN CHESTERMAN, R.N. 


H. THERE, Gopher! You missed a swell 
game last night.” It was the greeting of 
Johnny’s best friend, Robert, as Johnny 
bounced out of the door of his home and 
joined Robert in their usual walk to Aptos 
Junior High. Johnny didn’t really mind be- 
ing called “Gopher” any more (he tried to 
tell himself) because he was used to it and no 
one meant any harm by calling him by nick- 
name. Everyone who is anyone at all has 
some kind of a nickname. Johnny didn’t know 
just why he had not gone to the game. He 
really didn’t have to go out on collections on 
his paper route. That was an excuse he had 
made to the fellows, but it seemed like a good 
one and he really had made calls on two 
“slow-pays” on his route. Johnny’s paper 
route was important to him as it helped to 
pay for the bands on his crooked teeth. 
Teeth! Teeth! Teeth! Was there anything 
else in the world as important as teeth? His 
family seemed to think not. Johnny’s teeth 
were crooked. Two stuck out over his lower 
lip like Peter Rabbit’s in the funny paper. 
The dentist said the crooked ones inside his 
mouth were of much more importance than the 
two that were most bothersome to Johnny. 
The inside ones didn’t allow him to chew 
properly—‘masticate his food,” the dentist 
had said. Heck, thought Johnny, I wouldn’t 
care of I had to swallow all my food whole 
all my life if all the crooked ones could just 
be inside and not show. The fellows say I'll 
never know how to kiss a girl even, because my 
teeth will be in the way and a fellow is sup- 
posed to kiss with the lips, not his teeth. 
Teeth! Teeth! It’s always teeth. There’d 


Mrs. Chesterman is assistant director, Bureau of 
Public Health Nursing, San Francisco Department of 
Public Health. 


be no troubles in the whole world if people had 
no teeth at all. Why were not humans made 
like chickens, with gizzards to grind their 
food? 

In history class Miss Adams pointed her 
question to Johnny. He didn’t know the 
answer. How could he know the answer when 
he hadn’t heard the question? Teeth again! 
He was thinking how he must hurry to the 
dentist’s office right after school, take all those 
books downtown on that crowded street car, 
and then try to get back home in time to do 
his afternoon paper route. His customers 
liked to have their papers early. Johnny was 
thinking also that if he could just stay at 
school for an extra fifteen minutes today he 
wouldn’t have to lug home the two heaviest 
books; there were only a couple of things to 
look up in each one. 

Miss Adams could not know that Johnny 
was not daydreaming and she wondered how 
she could make history so interesting so that 
all the youngsters would be attentive, even 
on a beautiful spring afternoon. 

It was time for physical education. Mr. 
Brown, the teacher, asked Johnny to see him 
for a moment after class. Mr. Brown had 
been noticing Johnny’s posture and had 
thought that Johnny was more listless and 
tired than a well youngster should be. When 
talking with Johnny he could find nothing 
unusual, and decided there was no way in 
which he could help; perhaps he was just 
imagining there was a change in Johnny’s 
attitude. He did, however, suggest that a visit 
to the school nurse might be a good thing 
inasmuch as Johnny admitted that he no 
longer enjoyed going to physical ed—in fact, 
he really did not care one way or another 
about any of his classes. 

Johnny went to see the school nurse the 
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next day and they had many things to talk 
over, as Miss Way and Johnny were old 
friends. After the conference Miss Way be- 
gan to think seriously about Johnny’s situa- 
tion. She was concerned about the changes 
she had observed in the boy. Johnny seemed 
to be drawing away from all manifestations 
of exuberance that are normal for a boy of his 
age in his environment. Something was lack- 
ing in his life, in his environment. He ought 
to feel himself a vital part of a group again. 


ISS WAY thought, “Johnny is lucky com- 
pared with many children with ortho- 
dontic conditions.” She recalled when she 
first visited the Monroe home she found that 
Johnny’s mother had not realized the emo- 
tional stress the boy was under; she did not 
know that his sensitiveness resulted in his 
having a feeling of guilt for causing his family 
so much expense and that each time the cost 
of his treatment was discussed his burden 
grew. 
The Monroes had a little better than aver- 
age income. They had been able to send 


‘Johnny to a private dentist, although the 


money from his paper route really was needed 
to help pay the dentist’s bill. Fifteen hun- 
dred dollars is a lot of money even when the 
payment is spread over three years. Since 
Mrs. Monroe had made many inquiries about 
the cost of orthodontic work she knew the 
dentist’s charges were not exorbitant. She had 
had many frustrating experiences investigating 
sources of dental care for Johnny and had 
found that the clinics had long waiting lists 
and were not accepting orthodontic cases, even 
when they were willing and able to pay for 
care. 

Miss Way decided that another home visit 
was in order to learn how Johnny’s mother 
was progressing and to talk about Johnny. 
Her thoughts rambled on. She was wondering 
what to suggest that would help Johnny most. 
She knew that any child physically different 
from his classmates has an emotional con- 
comitant and usually needs help; he needs se- 
curity and love. And if his needs aren’t met 
he might react as Johnny seemed to be doing 
by becoming overly aggressive or by with- 
drawing. 
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She knew that not only Mrs. Monroe but 
also Mr. Monroe loved the boy. But Johnny 
needed greater demonstration of that love. 
His dad should want to go fishing or camping 
with him or take an active part in the Boy 
Scout troop. But Johnny had recently 
dropped out of his troop although he had been 
receiving merit badges regularly until this 
change had occurred. The boy seemed en- 
gulfed in an apathy that had come so slowly 
and insidiously it was almost unrecognized. 

If Johnny had felt secure and completely 
accepted by his friends he wouldn’t have lost 
interest in the Scout troop. The nickname 
was one reason he had drifted away. The 
other fellows had nicknames like Butch, 
Powerhouse, or Swanky. Gopher wasn’t quite 
the same kind of nickname. Miss Way 
thought the scoutmaster could probably use a 
suggestion about this and could help Johnny 
become an integral part of the group again. 
She decided she’d talk to the scoutmaster and 
to Mr. Monroe, for he was the one who could 
probably make the best progress in the boy’s 
“world.” 

Johnny wasn’t getting much satisfaction 
out of self expression either. He was desper- 
ately trying to be inconspicuous. He didn’t 
seem to realize his teeth would be straight in 
two or three years—that, compared with 
youngsters with permanent physical impair- 
ment, he really was well off. “Well, that’s 
fine for me to say,” thought Miss Way, “but 
it doesn’t help Johnny one bit. He needs help 
now.” 

And as she made her plans to see the Mon- 
roes and the scoutmaster and Mr. Brown in 
physical education and a few others, she knew 
Johnny would be helped and would come out 
of this difficult time in his life all right. But 
she thought also of the other children with 
similar conditions in San Francisco. She 
knew of three hundred cases of children with 
orthodontic defects that had been reported to 
the Crippled Children’s Services. Some of 
these would get taken care of, but a large 
number would go untreated. This was not 
because no one was interested. In fact, the 
county dental society had a fund of several 
thousand dollars which the dentists would like 
to see used for dental care for needy children. 
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Several local Lions’ Clubs had expressed in- 
terest in backing dental programs for children 
also. But both these groups hesitated because 
of the lack of administrative channels. 

It seemed to Miss Way that some means 
could be found to bring together the children 
vitally in need of service and the agencies in- 
terested in helping them. As she left her office 
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that evening she promised herself she would 


talk to the people who could best accomplish 
just that goal. 


This paper was written partly for the purpose of 
getting the Youth Council of San Francisco inter- 
ested in coordinating services that could be available 
for children with orthodontic problems. 


Shared Day 


EMMA L. DUFFETT, R.N. 


. DAY! What a day that used 
to be for the student of old! It meant a day 
of trial for the student—someone watching 
every movement she made, remembering every 
word she said; a day in which something 
always went wrong. 

Why is it that the student had this impres- 
sion although the field adviser did not mean 
it to be that at all? The first reason probably 
was the way the day was “shared.” It wasn’t 
really a shared day; it was an observed day. 
Who hasn’t been uncomfortable and uneasy 
when being accompanied by someone who 
acted just like a frozen statue, watching every 
move and not entering into conversation? 

This is one of the topics we have discussed 
in our field training meetings. The meetings 
are attended by personnel from the seven Ten- 
nessee field teaching centers, the Tennessee 
Department of Public Health, and faculty 
from Vanderbilt University and Peabody Col- 
lege. The discussions help us to bring the 
classroom and field closer together. Our 
group firmly believes that a shared day is a 
teaching situation, and should be shared by 


Miss Duffett is a field adviser and senior public 
health nurse, Rutherford County Health Department, 
Tennessee. 


both the student and field teacher or senior 
adviser or whatever term is used. 

No matter how you try there can never be 
a good substitute for a shared day. Some 
training centers have tried analytical reports 
—that is, having a student write up in detail 
what she said and what the patient said, and 
what both did during the visit. You can 
learn a lot also about how well the student 
is doing through daily conferences, but these 
ought to be supplemented by shared days, 
midway and at the end of the student’s experi- 
ence in the field. It is amazing how surprised 
a field teacher can be to see a student who 
is articulate and secure while talking about 
the families in the office fumble in the home 
situation. The visit provides an opportunity 
to see the student’s strengths and weaknesses 
and, therefore, you are better able to guide 
her. 

As the shared day is here to stay—at least 
until something as good takes its place—we 
have developed the philosophy that shared 
days can be and are happy days. Isn’t it al- 
ways fun to talk over our problems with under- 
standing people? Well, in shared days the 
adviser and student have a real opportunity to 
do this firsthand. We stress the fact that no 
two people ever do things exactly alike, that 
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what is easy for one to do one way will be 
done a little differently by another. 

We try, too, to make shared days really 
“shared.” I find one of the best ways to 
emphasize the fact that they are shared and 
that I am there to help occurs early in the 
student’s experience: In her first week in the 
field I spend two mornings in home visits with 
her. At first I take the initiative but include 
the student as much as possible and encourage 
her to participate in the conversation. By 
the second week when she goes out with me 
she has had bag technic in her ward classes, 
has assembled her equipment in her own bag, 
and has practiced in the office. I ask her 
if she’d like to make the visit as I will be there 
to help and I won’t be on hand later in the 
week when she will visit alone for the first 
time. The three students that I have had all 
agreed that this was a good idea and have been 
eager to do this. Generally they became so 
engrossed in bag technic, as we all did the 
first time, that they didn’t have time to talk. 
They’ve said how grateful they were that I 
was there or thanked me for taking over the 
Until they actually made a 
home visit on their own they didn’t realize 
the technic and interviewing skill involved in 
a good home visit. They have always been 
ready to try to make the next visit alone and 
at that time they do a better job. They also 
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realized,early in their experience that the field 
adviser is a teacher and friend and does not 
go along to criticize. 

During their experience the students have 
kept cumulative notes on matters about which 
they believe they need more help. The ad- 
viser, too, has kept running notes commenting 
on the student’s work. Other members in the 
health department who have contacts with the 
student or work with her are encouraged to 
add to the adviser’s notes. These are kept in 
the student’s file on her desk and are available 
to her at all times. In this way there is a 
variety of opinions and statements in the 
running notes. 

When I am writing my midterm and final 
evaluations on the student I use the running 
or cumulative notes as my chief source. As a 
result the student knows that her grades are 
not based principally on her shared day. Any- 
body who says a student is not concerned 
about her grades is only fooling herself. No- 
body wants to have grades or to give grades, 
but they seem to be a part of our way of life. 
The people who object as much as anybody are 
the field personnel in the training centers. 
When everyone knows that the shared day 
isn’t the main basis for grading, a lot of the 
tension about the shared day is dissipated. 
Shared days can be fun and educational. They 
are necessary, but not necessary evils. 
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Home Visits to the Mental Patient 


JANE C. MACDONALD, R.N. 


IL. OUR STATE for some time we wanted 
to extend public health nursing service to the 
patient home from a mental hospital on a trial 
visit basis. But because of the scope of the 
problem and the shortage of nurses we had to 
shelve tentative plans on several occasions. 

Patients who are committed to the state 
hospital by the courts are considered legally 
incompetent. When such patients leave the 
hospital they are not officially discharged but 
are returned to their homes on “trial visit” 
status for at least a period of a year. This 
form of discharge provides protection for the 
patient, the family, and the community. The 
patient may be well enough to be cared for 
at home but he may not be able to adjust to 
accepting full responsibility for carrying on 
the duties of the average citizen. Seeking a 
job, supporting a family, driving a car, voting, 
buying or selling property may be more than 
such a patient can manage. 

Although patients may recognize a threat 
in this curtailment of their liberties, they 
usually feel more comfortable because they 
are not expected to make immediate decisions 
or enter into full family responsibility. The 
family is protected against the possibility of 
unwise or even tragic decisions which the pa- 
tient might make if permitted to do so. His 
family knows that during the “trial visit” he 
may be returned to the hospital at any time 
without repeating the processes of court com- 
mitment. The community has greater protec- 
tion for during this period the patient will be 
under a reasonable measure of supervision and 
therefore will be less apt to endanger others. 


Mrs. Macdonald is district nursing consultant, 
Division of Nursing, Ohio Department of Health. 


The field nurse consultant of the Northwest 
District, Ohio Department of Health, was es- 
pecially interested in setting up a program for 
public health nursing follow-up of the patients 
home on trial visits. Her suggestions were 
well received by the local health commissioner, 
the superintendent of the Toledo State Hos- 
pital, and the chief of social service and the 
director of nurses at the hospital. As a matter 
of fact, the state hospital staff thought a plan 
of home visiting would be likely to lower re- 
admission rates. 

Early in 1952 the time seemed ripe to ini- 
tiate some parts of the program. The chief 
of the social service department of the hos- 
pital was most cooperative. He prepared a 
brochure to serve as a guide to nurses. This 
included information on types of mental ill- 
ness and their characteristics, on patients’ 
reactions, on danger signs to observe, and sug- 
gestions for approach to patients and families. 

The public health nurses were eager to par- 
ticipate ia this program. In answer to their 
request for up-to-date information in the field 
of mental illness three one-day institutes were 
held at the hospital for different groups of 
public health nurses. One hundred sixteen 
nurses attended these meetings. Case ma- 
terial was used to highlight attitudes and be- 
havior of patients in the hospital and some of 
the problems of adjustment which patients 
might have upon their return home. The 
question period brought out many practical 
points, of which the following are a few. 

It is well to see the patient before talking 
to other members of the family. This will 
help to allay his suspicions, as the post- 
psychotic individual is often hostile and mis- 
trustful and probably will think the visitor has 
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come to arrange for his return to the hospital 

The nurse should ask the patient if she may 
talk with some member of the family. 

The family needs help in understanding 
that the patient should be permitted to pro- 
gress at his own rate. Direct orders or sug- 
gestions about looking for a job or taking 
other responsibilities may threaten his se- 
curity. 

The patient should be reassured and praised 
for everything he does well, no matter how 
small the achievement may be. 

Investigation showed that two counties, 
Seneca and Sandusky, had the largest number 
of patients out on trial visits—forty-three and 
thirty-three, respectively. Since a_ social 
worker from the hospital was assigned to these 
counties and would be available to work with 
the nurses and help them, these counties were 
chosen for the initiation of the new public 
health nursing program in May 1952. 

Patients who have been on a trial visit basis 
for more than a year are given priority, as 
these patients may be scheduled for a staff 
conference at an early date to consider the 


¢ possibility of discharge. The plan calls for 


three visits a year to a patient. Following is a 
telescoped report of one of the cases visited on 
the follow-up service. 

Hospital information: Female, aged 42, 
dementia praecox, paranoid type. History of 
two admissions to Toledo State Hospital. 
Left hospital April 1949 improved. Patient 
has history of rigid upbringing on part of 
family, reflecting itself in abnormally high 
standards on her part. She is a high school 
graduate with business college training. She 
is potentially employable and has had several 
“excellent jobs in the past.” She has been 
highly nervous in the past in relation to her 
jobs. Her illness usually shows patient be- 
lieving she is pregnant, in conflict over re- 
ligion, believing people are trying to poison 
her, and has auditory hallucinations. In 1951 
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her brother reported that patient was working, 
but he believed she should be kept on trial 
visit basis as her attacks seem to come every 
four years. 

The patient was seen by the social worker 
from the hospital at clinic in March 1952. 
She was vivacious, attractive, and seemed to 
be getting along well in her job, although she 
had been somewhat upset recently because a 
new office manager had been assigned. She 
complained of sleeplessness and indigestion 
which she believed was caused by her worry 
about the new manager. She was attending 
choir and other meetings and gave no evidence 
of ideas of being poisoned or having auditory 
hallucinations. Visit should be made to see 
sister soon. 

Visit by nurse April 1952: Patient seen in 
her garden. States she is now sleeping well at 
night, is very much interested in her job, and 
likes the new boss. She has broad interests 
and gets out frequently. Her attitude toward 
hospitalization is excellent and she would go 
back if she had another attack. 

Patient’s sister was seen. She believes the 
patient is doing well but wants her kept on 
the trial visit basis because she seems to have 
attacks in four-year cycles and one is due in 
December. 

Nurse’s impression: (1) Adjustment satis- 
factory at this time (2) sister’s attitude about 
expected attack may not be justified. 

Hospital decision at siaff conference: On 
basis of nurse’s report it was decided to con- 
tinue patient on trial visit basis for another 
year. 

The hospital reports that the staff is satis- 
fied with the progress of the home visit plan. 
The staff has found it helpful in determining 
whether patients should be continued on trial 
basis status. Further study must be made to 
evaluate benefits to the patients, rates of re- 
admission, new patients found, and educa- 
tional values to the families. 
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Nursing Care in X-Ray Therapy of Cancer And 
Allied Diseases 


TERESA DUKER, R.N. 


Win THE advent of the atomic era the 
word radiation has become part of our daily 
vocabulary. To the average layman the 
phrase “radiation and its effects’ generally 
carries an alarming connotation. However, the 
nurse who has observed the x-ray therapy of 
cancer and allied diseases has learned to ex- 
pect and to accept the local and systemic 
effects of radiation as playing decisive roles in 
the results of treatment. X-ray therapy to- 
day is employed in more than 50 percent of a!l 
cancer cases. Indeed, recent advances in 
physics, engineering, and radiobiology give 
promise of making this agent even more useful 
and effective. 

The therapeutic use of the x-ray began in 
1895 when it was first employed by Drs. Schiff 
and Freund for this purpose less than two 
months after its discovery by Dr. Conrad 
Roentgen. It was noted that exposure to this 
remarkable new roentgen ray caused an 
erythema of the skin, followed by striking and 
prompt healing of a wide variety of benign 
and malignant diseases of the skin. At the 
time of its discovery the x-ray was enthusias- 
tically hailed as a cure for all cancer. Today 
it has earned a position to be shared with 
surgery as one of the two great weapons in the 
battle against cancer and allied diseases. 

The roentgen ray is employed on a wide 
scale also for the management of many benign 
intractable diseases encountered in a wide 
variety of medical specialties. These condi- 
tions include rheumatoid arthritis, acne vul- 
garis, bursitis, keloids, and menorrhagia. 

The nurse is chiefly concerned with the 
radiation therapy of cancer because it is in 


Miss Duker is nurse in charge, Radiation Clinic, 
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this field that the intensity and penetration of 
the roentgen ray may produce local and sys- 
temic symptoms of a more or less severe 
nature. It is in this field, too, that the patient 
is only too well aware of the radiation effects 
and needs the assurance and the gentle care 
of the skilled nurse. 

The principal advantage of roentgen ther- 
apy lies in its ability to destroy local cancer 
without irreparably damaging the surrounding 
normal tissues. Tumor cells are relatively 
more sensitive to radiation than are normal 
tissues, and it is upon this differential action 
that the success of radiation depends. The 
skilled therapeutic radiologist selects the 
optimum dose (measured in roentgens) and 
the optimum time (measured in days) in 
which to deliver the dose calculated to destroy 
the cancer without harming the normal tissues 
surrounding it. The local and systemic effects 
of x-ray therapy depend principally upon such 
factors as the volume of the dose delivered, 
the time in which it is given, the penetration 
of the beam, the size of the irradiated area, 
and the region of the body treated. There are 
striking individual variations from person to 
person in the response to radiation of the body 
tissues. Indeed, more than one half the pa- 
tients never complain of radiation sickness 
at all. 


Systemic reactions 

Radiation sickness manifests itself clinically 
in the form of loss of appetite, nausea, vomit- 
ing, headache, and depression. If very large 
doses are given in relatively short periods, 
radiation sickness may result promptly in 
severe vomiting and a degree of collapse. 

Roentgen rays also may affect the blood 
forming organs by producing a lowering of 


== 


| 

| 

| 

it 


December 1952 


the total white cell count. The white cell 
count is watched very closely. and when it 
reaches a level of about 2,000 the treatment 
may have to be temporarily discontinued to 
permit recovery. 


Local reactions 

The first local manifestation of radiation 
reaction of the skin may vary from a slight 
flush to intense reddening, accompanied by an 
itching and burning sensation, the skin re- 
maining dry. This stage is referred to as a 
simple erythema or first degree reaction. If 
the total dose and time levels are moderate the 
bright red color changes to a dull red, then to 
a brownish red, and finally disappears. If the 
dose is more intense a ‘secondary erythema or 
second degree reaction appears in the form of 
a moist desquamation in which the superficial 
layer of the epidermis is shed. This condition 
may be preceded by vesicle formation. The 
serofibrinous exudation may last as long as 
several weeks. During this period the area 
where treatment was given may become en- 


, tirely denuded of the superficial skin. The 


area looks raw, feels tender, and has a ten- 
dency to bleed easily. Finally, this reaction 
subsides and reepitheliazation and healing 
follow. 

The mucous membrane that undergoes 
radiation also presents the initial manifesta- 
tion of redness, followed by a whitish-yellow 
pseudodiphtheroid membrane. This area is 
very sensitive and bleeds easily, but finally 
returns to normal. 


Treatment of local and systemic reactions 
Although the management of both local and 
systemic reactions varies somewhat, depending 
upon the discretion of the individual radiolo- 
gist, there are several general measures to be 
considered. First, the patient should be 
warned not to expose the treated areas to the 
sun or ultraviolet light. He must avoid trau- 
matizing the area and should wear garments 
that are neither too tight nor too rough. Un- 
less the doctor gives definite orders to the 
contrary the area should not be washed with 
soap and water. The skin is not to be ir- 
ritated with lotions, such as alcohol rubs. Ad- 
hesive tape is not to be used directly on the 
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treated zone, but scotch tape may be utilized 
for the application of dressings. 

In the primary erythema or first degree re- 
action, when the patient begins to complain of 
severe itching it is advisable to use cornstarch 
or talcum powder without zinc, and also to 
avoid trauma. The principal objective is to 
keep the irritated area dry as long as possible. 

When the secondary erythema or moist 
desquamation occurs the treatment varies 
somewhat depending upon the particular 
radiation clinic. Many ointments have given 
satisfactory results. Substances containing 
heavy elements such as metals are not to be 
used on the area that is being irradiated for 
they may aggravate the radiation effects. 
Consequently, talcum powders containing 
zinc, zinc oxide, et cetera, should not come in 
contact with the area until treatment is com- 
pleted. 

For treatment of radiation reactions of the 
mucous membranes of the mouth or throat, 
frequent washes and irrigations with solutions 
such as sodium bicarbonate or saline are 
suggested. 

Antibiotics have been of great assistance in 
the healing processes of both skin and mucous 
membrane reactions. In the treatment of the 
mucous membrane of the cervix, saline or 
potassium permanganate douches help to wash 
off the slough and reduce odors. 

The maintenance of adequate nutrition is 
of the utmost importance in patients receiving 
intensive roentgen therapy. A high caloric, 
high protein, high vitamin diet is recom- 
mended, with accent on vitamin C and fluids. 
Most patients while under treatment suffer 
from loss of appetite. They should be con- 
stantly encouraged to take nourishment, and 
to help matters along their food should be 
made as attractive as possible. If solids do 
not seem desirable high caloric liquids may 
be substituted, especially in head and neck 
cases. When three large meais daily become 
a burden, five small meals may be acceptable. 

In the roentgen treatment of cancer of the 
larynx or of areas around the throat, few pa- 
tients are able to swallow when the treatment 
course reaches the midway point. This is the 
result of a severe radiation mucous epithelitis. 
To maintain the nutrition of these patients 
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tube feeding must be instituted at once. Oc- 
casionally it may be necessary to resort to 
intravenous feedings with aminoacids and 
carbohydrates. 


OST PATIENTS who come to the radio- 

therapy department are buoyed up by a 
feeling of hope and anticipation. Here, at 
last, they are to receive definitive treatment 
for their insufferable pain and discomfort. 
One can almost hear their thoughts: “I do 
hope something can be done for me here.” 
These patients are often quite ill, weak, and 
malnourished. Some may have recently un- 
dergone surgery. Others are directly referred 
for radiation as the principal form of therapy. 
In most cases, however, they may be regarded 
as candidates for palliative radiation treat- 
ment because of the advanced nature of the 
malignant process. 

Not all patients with cancer know or un- 
derstand the exact nature and implications of 
their disease. Some suspect but don’t care to 
be told, and others frankly admit knowing all 
about it. Whether to inform the patient of 
his diagnosis or not is a matter of the indi- 
vidual policy of the doctor or of the institu- 
tion. There are many pros and cons, which 
I shall not discuss in this article. However, 
I would like to relate a revealing interview 
on this subject between a patient and his so- 
cial worker. Mr. L was diagnosed as having 
Hodgkin’s disease. He was at first hospital- 
ized and then continued with his treatment 
as an outpatient. He felt very well for awhile, 
and pursued a normal life. But he had to 
return to the radiotherapy clinic because of 
further symptoms of disease—more enlarged 
lymph nodes and an enlarged spleen. An- 
other course of treatment was recommended. 
While in the hospital he wanted to talk with 
someone not directly connected with his treat- 
ment. Mr. L asked the social worker to make 
the doctors aware of his attitude about his 
condition; he preferred to have the doctors 
discuss his case frankly with him because he 
knew he had Hodgkin’s disease. This patient 
thought that if the doctors would discuss his 
treatment with him he would be able to co- 
operate more fully. Mr. L had become quite 
certain about his particular diagnosis only 
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lately, although he had suspected for some 
time that he had an incurable disease. The 
patient “wanted to have the doctors and 
others connected with his treatment feel that 
he was emotionally strong enough to face his 
illness” and therefore, wanted “to be in” on 
all that was being done for him. 

This unusual reaction to the illness is quite 
different from that of most patients, who do 
not seem to want to know the nature of their 
disease. They ask only for help to get well. 

A nurse must realize that every patient re- 
acts differently to an illness. Some have an 
insatiable desire to talk and share with every- 
one they encounter their pains, discomfort, 
and treatment. Their anxiety seems to be 
relieved after a verbal outpouring. Others 
close up in a shell; they seem to want to be 
overlooked by the doctor, nurse, and tech- 
nician; they do not want to be talked to or 
even to be noticed. It is therefore very im- 
portant that the personnel who work with 
these patients develop a sensitivity to their 
emotional needs. The staff must sense when 
it is advisable to listen and when to talk. 


bares IS A good deal of controversy 

about how much to tell the patient con- 
cerning the radiation reaction he is to expect. 
Some doctors think that telling a patient to 
expect same kind of systemic reaction, such as 
nausea and vomiting, is suggestive and the 
patient usually reacts in that way. I believe 
that it is preferable not to explain. However, 
it is advisable to enlighten a patient about it 
when he does complain of the symptoms of 
radiation sickness. He needs assurance that 
the reactions will be of short duration and that 
the medication prescribed to help him over- 
come this condition will be effective. The 
patient must be impressed with the fact that 
continuation and completion of the treatment 
are imperative in order to accomplish the de- 
sired results. 

We can reassure him that the treatment is 
painless; that he must not wash off the mark- 
ings which precisely indicate the areas to be 
treated; that he must help in the care of his 
irradiated skin and mucous membranes; that 
the maintenance of his nourishment is of the 
utmost importance; that he must keep his ap- 
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pointments for the treatments religiously. 

The massive size of the therapy machine 
may mystify and frighten the patient and so 
may the treatment room with its thick walls 
and heavy doors. Before he is placed in posi- 
tion for treatment the patient should be in- 
structed about the importance of remaining 
in that position until the treatment is com- 
pleted. The technician or nurse-technician 
who operates the machine can make it much 
easier for the patient if she tells him that 
while he is under the machine she is continu- 
ously watching him through the little window 
outside of the room. This may relieve him of 
a great deal of anxiety. 

Many patients have a tendency to become 
despondent when there is no obvious or rapid 
change for the better in their condition. The 
radiation reactions, local and systemic, often 
influence their anxieties and emotional be- 
havior. The patient may become depressed 
when there is a severe systemic reaction with 
vomiting, loss of appetite, and sometimes 
diarrhea. He may be ready to “call it quits.” 
Here constant encouragement and a cheerful, 


» hopeful attitude are of great help. 


The patient’s family is another important 
factor in the patient’s general care, especially 
when he is on an outpatient basis and perhaps 
on the home care program. At least one re- 
sponsible member of the family should be told 
of the patient’s condition and _ prognosis. 
Information about how to handle the ill per- 
son both emotionally and physically should 
be given. A lucid explanation of the reactions, 
both local and systemic, can be very enlighten- 


CANCER 683 


ing to a wifé or mother or sister who shares 
the living quarters with the man who is un- 
dergoing such treatment. When anorexia oc- 
curs and the patient does not feel like eating 
his mother’s or wife’s “heavy meals” many 
helpful suggestions can be made. All these 
things, which may seem very trivial, may be 
very irritating to the patient. 

The wife of one of the patients who accom- 
panied him when he came to the therapy de- 
partment told me that her husband’s personal- 
ity had changed radically since he became ill 
and was undergoing x-ray treatment. She 
said that he was not his usual self, that 
he sulked a great deal, and that he was very 
curt with the children. Mrs. L was fully 
aware of her husband’s diagnosis but thought 
that her husband did not know it. I suggested 
that her husband might be anxious about the 
length of time it took him to get well or he 
might be impatient about returning to his 
job. She said she had not thought about these 
points and she could see that she had not 
handled things very well. 

The family can be of great help in encourag- 
ing the patient to continue with the prescribed 
and vital treatment. Reassurance from the 
family counts for a great deal when the treat- 
ment seems prolonged at times and especially 
when there is much tiresome traveling to and 
from the hospital. 

In the radiation treatment of patients with 
cancer it is the responsibility of the nurse, in 
collaboration with the therapeutic radiologist 
“sometimes to cure, often to relieve, always to 
comfort.” 
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The Role of Emotional Problems in Tuberculosis 


E. PUMPIAN-MINDLIN, M.D., and SAMUEL FUTTERMAN, M.D. 


Masy EXCELLENT articles are avail- 
able on the medical treatment of tuberculosis 
and on recent progress in the field. However, 
since tuberculosis is not generally thought of 
as a psychosomatic disorder the emotional 
problems attendant upon it are relatively 
neglected, except in the more specialized 
journals. But the nurse, whether in public 
health or in a hospital, occupies a strategic 
position in relation to the tuberculous patient, 
and can play a significant role in handling 
his emotional reactions. She should there- 
fore be aware of the reciprocal relationship 
of the emotional state of the patient, the 
process, and the medical therapy. 

There are several different aspects in the 
role of emotional factors in tuberculosis. First, 
there are those which arise in relation to any 
serious prolonged chronic illness—in relation 
to the patient himself, as well as in relation 
to the impact of his illness upon his family, 
friends, business, et cetera. In other words, 
the diagnosis of tuberculosis carries with it 
marked changes in social role, social status, 
economic status for each individual. Our 
goal in therapy must be not merely to cure the 
tuberculous process but also to return to 
society an individual who is capable of carry- 
ing on his personal, familial, and social func- 
tions at an optimum level. In order to 
achieve this goal we must begin striving 
toward it from the moment the diagnosis of 
tuberculosis is made. 

It is interesting to note that in spite of all 
the education and publicity about tubercu- 
losis in the past decade or two, there are still 
many anxieties and fears associated with it, 


Dr. Pumpian-Mindlin is chief and Dr. Futterman 
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ministration Regional Office, Los Angeles. 


as well as a great deal of ignorance and super- 
stition. For instance, it is still true that in 
certain sections of the country the diagnosis 
of tuberculosis carries with it such a stigma in 
relation to both the patient and his family that 
people prefer to have it known that they had 
“a nervous breakdown” rather than being 
labeled tuberculous. 

It might be interesting to speculate upon 
the basis for this for just a moment. The 
underlying fear appears to be that somehow 
or other tuberculosis is connected with con- 
tagion and with sin. It is as if in some way 
tuberculosis were related to dissolute living. 
It has not been too long since the idea that 
tuberculosis was a hereditary disease was dis- 
carded. Ona very real level the stigma related 
to tuberculosis is connected with the fact that 
as a “social disease” ii was for many genera- 
tions considered primarily a disease of the 
poor. As a matter of fact, of course, this is 
still true, as shown by the fact that the death 
rate is highest among unskilled iaborers and 
lowest among professors. 

Let us, however, turn to the specific emo- 
tional problems which arise in relation to the 
tuberculous process. Any program of compre- 
hensive medical care must include the follow- 
ing points: 

1. An orientation of the patient and his 
family to his illness. 

2. An evaluation of the organic process and 
of the psychological factors at play as well as 
the interaction between the two. 

3. A plan of therapy which includes a con- 
sideration of both the organic and the psycho- 
social factors in the case. 

4. A plan of social readaptation taking 
into consideration the psychological and social 
factors at work in each case as well as the 
organic limitations imposed upon the patient. 
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It is particularly important that the initial 
reactions of the patient aad his family to the 
diagnosis of tuberculosis be carefully con- 
sidered by anyone working in this field, be- 
cause it has been found that unless the initial 
reactions are grasped and worked through 
they have a tendency to become fixed. If 
this occurs it may cause great difficulty in the 
further course of treatment. The usual initial 
reaction to the diagnosis of tuberculosis is one 
of shock on the part of the patient, with a 
feeling of being overwhelmed by a condition 
the implications ef which cannot be fully 
realized. Frequently the patient is in such a 
turmoil and so preoccupied with what is going 
on inside of him that any explanation which is 
offered to him at this time cannot be fully 
grasped and appreciated. 

Those who have initial contact with such 
a patient must realize this because perhaps the 
most important thing that can be done for an 
individual in such a situation is to reassure 
him to a certain degree. However, the nurse 
should not be surprised if explanations and 
reassurance given at this time do not seem 
to penetrate. It is frequently necessary, there- 
fore, to repeat the explanations given at the 
initial contact. One must attempt to place 
oneself in the position of the individual over- 
whelmed by a welter of conflicting thoughts 
and emotions and realize that he cannot fully 
accept the calm rational approach which we 
attempt to convey. One should therefore 
attempt to ascertain upon later contact with 
the patient his doubts, misapprehensions, and 
confusions regarding the significance of what 
to him may seem to be an overwhelming 
condition. 


LLOWING THE initial period of shock 

and confusion the reactions which infected 
individuals develop vary, depending upon 
the underlying type of personality structure 
with which one is dealing. At the one extreme 
one may meet with dull apathy and indiffer- 
ence to everything, or at the other extreme 
one may be faced with marked agitation and 
depression. In between there are all shades 
and gradations. Another response may con- 
sist of a hostile denial either of the diagnosis 
or of the seriousness of the condition. This 
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type of reaction is usually difficult to deal 
with later in the course of treatment. Still 
another type of reaction takes the form of 
an attitude of marked hostility toward the 
individual who is considered the possible 
source of infection. This may be disturbing 
and unpleasant, particularly if a member of 
the family or close friend is involved. Fre- 
quently one finds serious conflicts developing 
in the individual regarding the withdrawal 
from the usual patterns of life and the need 
for long hospitalization. These reactions 
must be handled, or they will have a definite 
influence on the further course of the disease. 
The aggressive hostile reactions may be dealt 
with by permitting the patient to ventilate his 
hostilities and anxieties, thereby gaining some 
release from the emotional tension. Here the 
nurse unfortunately often becomes the victim, 
either at the point of initial contact or in the 
hospital. She must learn to understand that 
she is not being attacked as an individual, 
but rather has become a symbol, a foil, so to 
speak, which the patient uses to express his 
frustration and tensions. 

It has been noted in a small series of cases 
that the lack of expression of consciously felt 
hostility exercises an unfavorable influence 
on the course of the disease process, and, con- 
versely, that open expression of such con- 
sciously felt hostility influences the course fa- 
vorably. However, in two cases in which the 
hostility was deeply repressed the course of 
treatment was excellent. These findings are 
tentative and need further confirmation but 
they are suggestive and stimulating. Depres- 
sive or apathetic reactions may be handled 
with empathy, reassurance, and an attempt to 
draw out the patient and emphasize the possi- 
bilities for cure and eventual restoration to 
optimum health. If they persist they may 
demand more intensive specific psychotherapy. 

However, there are certain pitfalls into 
which one may fall in preparing the patient 
to face his condition of which one should be 
aware in order to avoid. For example, in the 
case of a hostile antagonistic individual, par- 
ticularly when the hostility is directed toward 
another member of the family, there may be a 
tendency on the part of the nurse to minimize 
the possibility of infection. It is important 
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that although one not overemphasize this it 


should not be underplayed. If the possibility of 


infection is minimized it will have a‘ harmful 
effect because it may later prevent a realistic 
handling of the patient’s problems within the 
hospital situation and also in relation to the 
family. 

It is definitely harmful also to attempt to 
estimate the length of the medical cure for 
the patient. Emotional factors appear to play 
a significant role in relation to remissions and 
exacerbations of the tuberculous process and 
therefore it is difficult to make any estimate 
of the length of cure. Usually any period 
named is underestimated so that false hopes 
are aroused which will create difficulties for 
the personnel dealing with the patient as well 
as for the patient himself at a later time. 

Sometimes one attempts to allay a patient’s 
anxiety about his disease by presenting an un- 
realistic picture of hospital life. Anyone deal- 
ing with patients in the initial phases of 
tuberculosis should be personally familiar 
with the available hospital facilities in the 
area so that he actually knows the conditions 
in which the patients will have to live. To 
paint a false picture creates great difficulties 
and problems. It can easily lead to bitterness, 
resentment, antagonism toward the necessary 
routine and restrictions, and in certain cases 
to the patient’s refusal to complete the cure. 

Implicit in all which we have said regarding 
the handling of the patient in these phases 
is the underlying assumption that the worker 
must attempt to establish a good relationship 
with the patient. On the basis of acceptance 
and sympathetic approach a great many initial 
difficulties may be avoided and the patient 
may be greatly helped in starting on his path 
toward rehabilitation and restoration to so- 
ciety. 


NOTHER IMPORTANT emotional prob- 

lem which must be handled is related to 
the stigma surrounding tuberculosis. Many 
patients feel guilty about their disease, feel it 
somehow as a weakness or as a reflection of 
their own worthlessness. Here again educa- 
tive measures will be of help with many indi- 
viduals. If, however, such reactions persist 
they will have to be dealt with on a more 
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intensive level, perhaps even requiring psy- 
cliatric consultation. 

Over and above all these hurdles in relation 
to the acceptance of the long and difficult 
course leading to cure we must recognize that 
unless some attempt is made to grapple with 
the real problems created by tuberculosis for 
the patient and his family we may be faced 
with an impossible situation. In other words, 
although we must deal with the inner emo- 
tional reactions of the patient to his illness, 
his resentments and hostilities, his apathy, his 
feelings of guilt, et cetera, we must also recog- 
nize that there are anxieties which are ob- 
jectively real and about which the patient has 
real concern. No amount of explanation or 
reassurance will suffice if a patient is worried 
about whether his children have enough to eat 
or whether his family can get along without his 
financial assistance. Such matters as finances 
and the economic status of the patient's fam- 
ily must be dealt with directly. Efforts must 
be made to assist the patient’s family so that 
objectively the economic hardship engendered 
by the patient’s illness is alleviated as much 
as possible. This will of course not relieve the 
patient of the feelings of guilt which he may 
have in relation to the members of his family, 
but will certainly reduce the emotional dis- 
turbances created by external reality factors. 

Once the patient has entered the hospital 
he is faced with many more problems. The 
transition from the relative freedom and elas- 
ticity of civilian life to the communal type 
of life of the hospital or sanatorium is 2 diffi- 
cult one to make. The period between the 
initial diagnosis and the time of hospitaliza- 
tion places great demands upon the patient 
psychologically. It requires a reorientation 
in many major aspects of the individual’s life. 
Many little luxuries and liberties hitherto 
taken for granted now assume great sig- 
nificance. Reality problems seem overwhelm- 
ing. On top of all this the patient must now 
adjust to a fixed regimen and _ prescribed 
routine in an authoritarian atmosphere which 
demands and expects scrupulous observance 
of rules and regulations. To cap it all, the 


patient, preoccupied and worried by all these 
changes, must also adjust to new people, 
strangers with whom he has at first, at least, 
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only one thing in common, namely, his 
tuberculosis. He is called upon to make tre- 
mendous sacrifices, with only a vague picspect 
in the distant future of a return to his previous 
life. 

Reactions to the knowledge that they will 
require hospitalization vary according to the 
underlying personality structures of the indi- 
viduals and their attitudes toward tubercu- 
losis. Those who feel guilty about their 
tuberculosis, feel personally responsible for 
their contracting the disease, usually have a 
need for punishment and interpret the need 
for hospitalization as if it were a prison sen- 
tence through which they can pay for their 
“crime.” Those who look upon tuberculosis 
as a contagious and sinful disease often feel 
as if they were being sent to a leper colony. 
They react as if they are being cut off from 
contact with the rest of the world eternally. 
Others accept the idea of hospitalization easily, 
almost eagerly. They look upon it as an 
escape from some unpleasant situation and run 
to the hospital for shelter. These are the 
individuals who adapt to hospital routine 
easily, seem to cure well, but superimpose 
“hospitalitis” on their tuberculosis. Although 
at first things seem to go well they develop 
difficulties as their “cure” progresses. Still 
another group becomes sullen and withdrawn. 
These patients adjust poorly to the routine, 
have difficulty in their interpersonal relations 
with the staff and with the other patients. 


NDERLYING ALL these diverse reac- 

tions to the demands made upon the 
patient lies a basic problem which crystalizes 
around the bedrock of treatment in tubercu- 
losis, bed rest, which places the patient in an 
extremely passive-dependent situation. In 
our society the emotional conflicts relating to 
passivity and dependency are particularly 
strong and therefore serve as a nodal point for 
a great deal of the difficulty surrounding the 
care of the tuberculous patient. In the hos- 
pital one sees every type of reaction to this 
basic problem, from one extreme, of com- 
plete passive acceptance of every detail, to 
the opposite, of stormy and violent rejection of 
any limitation placed upon the freedom of the 
patient. It is important for us to realize that 
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tiie dependency relationship which develops 
in the case of the tuberculous patient is a 
necessary one and cannot be avoided. We 
must therefore bend our efforts toward an 
acceptance of this on as realistic a level as 
possible rather than avoiding or soft-pedaling 
the issue. This requires a very realistic matter- 
of-fact orientation of the patient to the sig- 
nificance and importance of the restrictions 
which are placed upon him. Although it is 
true that the rebellious individual will be un- 
able to accept the dependency many indi- 
viduals learn to “put up with it” if it is 
properly presented to them. 

Another important psychological problem 
related to confinement to bed must be men- 
tioned here. Organic disease of any type 
calls forth a psychological response of greater 
or lesser preoccupation with the body and its 
processes. Under normal conditions we are 
not conscious of the numerous physiological 
processes which are constantly at work within 
us to maintain us in homeostatic equilibrium. 
But we become aware of these functions when 
any of them becomes disordered. When such 
important organs as the lungs are affected 
there is an immediate preoccupation with them. 
That which has up to now been so automatic 
and so taken for granted suddenly becomes 
an object of great concentration and concern. 
The purpose of bed rest is to place the lungs 
at rest by reducing the amount of oxygen 
which passes through them and thereby also 
reducing the flow of blood. 

This “narcissistic” interest in the affected 
organ can create difficulties, although we must 
recognize that it is to a certain degree a 
normal concomitant of the disease process. 
Parenthetically, we point out here the import- 
ance of psychological factors from a purely 
physiological point of view. Anxiety, en- 
gendered by any of the internal or external 
factors mentioned above, has as its physio- 
logical counterpart a tendency to hyperventila- 
tion and to acceleration of the heartbeat. 
This anxiety works against the very goal 
toward which therapy in tuberculosis is di- 
rected. It is therefore of added importance 
that anxiety and fear, from whatever cause, 
be dealt with in order to further the progress 
in therapy. 
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In addition to the preoccupation with the 
function of the diseased lungs, there is a 
general increase im preoccupation with all 
bodily functions. This is of course heightened 
by the inactivity and passivity engendered 
by confinement to bed, which greatly limits 
the outlets for diversion and tends to focus 
attention on one’s self and one’s body. This 
may, and frequently does, lead to a hypo- 
chondriacal preoccupation with each minor 
physical sensation and an intensification of 
demands for attention and medication. 


E NOW TURN to the emotional prob- 

lems created by surgical procedures in 
tuberculosis. The suggestion of surgery is 
usually a severe blow to the patient. It means 
that conservative treatment has failed to help 
and it also heightens the anxieties about and 
preoccupations with what is going on within 
the body. It pushes the patient further toward 
passivity and dependency, because now some- 
one is actively doing something to him while 
he must just “take it.” With pneumothorax 
needle phobias develop as well as fears of 
complications. Explanations given by a per- 
son in whom the patient has confidence can 
do much to lessen these difficulties. This 
person need not necessarily be the physician, 
who, although he may have the most authority, 
does not necessarily have a close relationship 
with the patient. An individual who has 
worked closely with the patient in relation to 
his other problems can be of considerable as- 
sistance in this respect. Here the nurse’s role 
can be of greatest significance. 

When more drastic surgical procedures are 
indicated other more basic fears are mobilized. 
This is particularly true in relation to an 
operation such as thoracoplasty. Here the 
problem of the disfigurement and mutilation 
of the body is of particular importance. The 
“body image,” that is, the mental picture 
which an individual has of himself and his 
body, has already been disturbed by his 
illness. Now in addition to the fantasies of 
what tuberculosis has done within the body 
there is the added factor that visible external 
evidence of this process will be apparent. 
This assumes great importance particularly in 
women because of our cultural stress upon the 
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importance of appearance for the woman. 
However, in men it is also serious because of 
the blow to their feelings of masculinity. 
Latent fears and anxieties regarding feelings of 
adequacy in the role of man or woman may be 
mobilized and activated. Such fears must be 
dealt with on both the realistic level and the 
fantasy level. There is no question that this 
operation .is disfiguring, and this must be 
realistically faced with the patient. But the 
choice is between prolonged invalidism and 
probably death, or life at the price of dis- 
figurement. Many patients react first with 
horror to the idea, but patient preparation and 
ventilation of all the emotional factors will 
help alleviate the distress involved. On the 
level of fantasy the questions about adequacy 
in the masculine or feminine role in society 
and latent feelings regarding sexual problems 
must be faced, or at least brought to conscious 
awareness in the patients. 

Although lobectomy or pneumonectomy are 
not disfiguring, they involve a death threat as 
serious operations, as does the thoracoplasty 
also. The fears here lie more in the sphere of 
restriction of activity upon eventual return to 
society. Otherwise they are those anxieties 
which are connected with any major life-en- 
dangering operation. 


| Pad US TURN to the emotional problems 
encountered in the course of the rehabilita- 
tion of the tuberculous patient. Up to now 
we have dealt with the psychological difficul- 
ties of being ill. We now must face the psycho- 
logical problems involved in the process of 
getting well. Let us say that the cure has 
progressed to the point at which the organic 
condition now appears to warrant considera- 
tion of return to civilian life at some foresee- 
able future date. But for a long period the pa- 
tient has to assume a dependent passive role 
because of the very nature of his illness. The 
whole atmosphere of the sanatorium and the 
attitudes of the personnel have encouraged 
this, actually forced its acceptance. What 
has been in many cases accepted with difficulty 
and emotional disturbance must now be un- 
learned, undone. 

The patient is now expected to begin to 
take graded activity. From the psychological 
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point of view the stress is upon the activity 
in contrast to the previous demands for pas- 
sivity. Unless it is recognized that this emo- 
tional reversal must take place there will be 
difficulty in getting the patient to accept this 


change. He will resent and resist the transi-| 


tion he is called upon to make. And this re- 
sentment will take various forms, depending 
again upon the underlying character structure 
of the individual patient. Thus it seems to 
us important that this psychological problem 
must be recognized and the preparation for 
the changeover planned for some time before 
the actual transition occurs. Encouragement 
and reassurance should be given the patient; 
the prospects for the future, the pleasurable 
aspects of civilian life should be discussed 
with him. Ideally, in the hands of a skilled 
individual such as the nurse the problem of 
rehabilitation could be so approached that the 
suggestion for the need for activity might come 
from the patient himself. This would be an 
indication of a change in the psychological 
attitude hitherto dominant. 

Resistance to the change may manifest it- 
self in the form of expressed fears that such 
activity may cause a reactivation of the dis- 
ease process or a feeling on the part of the 
patient that he is being rushed into a cure. 
The resistance to the changeover may take 
the form of feeling that the hospital is pushing 
patients out when they are incompletely cured 
in order to make room for other patients. 

Unless fully convinced of the desirability 
of cure the patient may, if forced into activity, 
rebel in various other ways. He may avoid 
his exercise, underdo it, evade and find excuses 
for not carrying out the new demands made 
upon him. He may develop all types of vague 
indefinite physical complaints and manifest 
increased hypochondriacal preoccupation. Or 
he may subtly rebel by overdoing his prescrip- 
tion, thereby bringing about a relapse, or over- 
exhausting himself to prove that he is not 
yet ready for the changeover to activity. 

Underlying these various manifestations is 
the problem which we have stressed as basic 
to many of the psychological difficulties which 
occur in relation to tuberculosis: dependency 
and passivity. The patient is faced with a 
conflict between his desire for independence 
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on the one hand and his reluctance to give up 
the dependence which has been fostered by the 
hospital. Dependency, which is the basic 
psychological position of the human child— 
and with which we struggle so much during the 
course of our lives—is one of the most fertile 
sources of conflict for all human beings. The 
very nature of the care in tuberculosis tends 
to reactivate all the unresolved aspects of this 
problem which is so universal, and which is 
never really completely resolved in all of us. 

Therefore the psychological preparation of 
the patient for activity, for return to society, 
must begin well in advance of the actual 
launching of the program if the inherent diffi- 
culties are to be minimized. 

There are many other aspects of the psycho- 
logical problems in relation to tuberculosis 
which could be discussed here. We have 
made no attempt to be encyclopedic, nor have 
we advanced any new or original ideas. We 
have attempted to present a survey of the 
emotional factors which enter into the various 
stages and phases of the tuberculous process. 

There is no aspect of the course of the dis- 
ease process of tuberculosis which is not sub- 
ject to influence of a favorable or unfavorable 
nature by emotional factors. Long before the 
advent of the modern psychiatric approach 
and the general acceptance of the importance 
of emotional problems in the course of all 
organic disease processes (the acceptance of 
the unity of the mind and the body) this was 
realized by one of the greatest of American 
physicians and medical teachers, William 
Osler. He stated that what happened to 
tuberculous individuals depended more upon 
what went on in their heads than on what 
went on in their bodies. This statement is 
even more true today as we study the prob- 
lems from the point of view-of modern dy- 
namic psychiatry. With increasing knowledge 
and more careful study we can further deline- 
ate the more specific types of problems and 
help alleviate the prolonged suffering which 
is associated with tuberculosis. 


Condensed from a paper given in May 1950 at the 
Institute for Social Workers on the Medical and 
Social Aspects of Tuberculosis, under the sponsor- 
ship of the Los Angeles County X-Ray Survey 
Foundation. 
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Current Trends in Health Services 


For Mothers and Children 


HELEN M. WALLACE, M.D. 


| SOCIETY has always been 
interested in improving the health of mother 
and child organized programs in this country 
are less than fifty years old. Initial govern- 
mental recognition of the importance of com- 
munity health services for mothers and chil- 
dren was given in this country in 1908 by the 
creation of the first Bureau of Child Hygiene 
in the New York City Department of Health 
under the directorship of Dr. Josephine Baker, 
although voluntary nursing and other agen- 
cies had provided nursing care and some an- 
cillary medical services for some years pre- 
viously. Gradually some state and _ local 
health departments followed suit and created 
similar units for mothers and children. 

Great impetus was given to activities in this 
field by the passage of three separate types of 
federal legislation: (1) the Sheppard-Towner 
Act in 1921 (2) the Social Security Act in 
1935 and its subsequent modifications (3) the 
Federal Emergency Maternity and Infant 
Care Program (Enric) in 1943. Each of these 
programs has been administered at a federal 
level by the United States Children’s Bureau, 
which has contributed much leadership in the 
field, and at state and local levels by state 
and local health, welfare, and education agen- 
cies. There have been several other main con- 
tributing influences: (1) the creation of the 
American Academy of Pediatrics (2) the 
White House Conferences initiated in 1910 
and held at ten-year intervals (3) the Ameri- 
can Committee on Maternal Welfare (4) 
many voluntary health agencies, one of the 
most important being maternity and child 
health programs in visiting nurse associations. 

Dr. Wallace is director, Bureau for Handicapped 
Children, New York City Department of Health, 


Undoubtedly the recent organization of the 
American Academy of Obstetrics and Gyne- 
cology will have the same beneficial effect on 
maternal, fetal, and neonatal problems as the 
American Academy of Pediatrics has had in 
the field of infant and child health. 

Traditionally health programs for mothers 
and children have consisted of certain basic 
services: (1) the initiation and operation of 
well child conferences (2) the provision of 
school health services (3) the provision of 
public health nursing service for the care of 
the sick mother and child and for their health 
supervision (4) services for orthopedically 
handicapped children (5) supervision of mid- 
wives (6) the prevention and control of infec- 
tions in all age groups, including mothers and 
children. 

Within the past decade there have been 
certain trends in health services for mothers 
and children, which are summarized in this 
article: (1) the recognition of the impact of 
emotional factors (2) increased hospitaliza- 
tion of maternity patients (3) the effect of the 
American Academy of Pediatrics study of 
child health services (4) broadening of the 
definition of a “handicapped child” and in- 
creased services to him. 


The Recognition of the Impact of 
Emotional Factors 

Among the most significant developments 
in recent years has been the steady growth of 
evidence and acceptance of the concept that 
the quality of parental care which the child 
receives in his earliest years is of vital im- 
portance for his emotional growth and de- 
velopment and future mental health. Increas- 
ing emphasis is being given to the importance 
of a warm, intimate, and continuous relation- 
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ship with the young child’s mother (or mother 
substitute) in which both find satisfaction 
and enjoyment. A state of affairs in which 
the child does not have this relationship is 
termed “maternal deprivation.” This is a 
general term and may cover a number of dif- 
ferent situations. Thus a child is deprived 
even though living at home if his mother is 
unable to give him the loving care small chil- 
dren need. Or a child is deprived if for any 
reason he is removed from his mother’s care. 
This deprivation may be relatively mild if he 
is then looked after by someone whom he has 
already learned to know and trust, but may be 
considerable if the foster mother is a stranger. 
All these arrangements, however, give the 
child some satisfaction and are examples of 
partial deprivation. They stand in contrast 
to the almost complete deprivation which is 
still not uncommon in institutions, residential 
nurseries, and hospitals, where the child often 
has no one person who cares for him in a per- 
sonal way and with whom he may feel secure. 

Related to this basic concept of the im- 
portance of parental care is the belief that just 
as there is a pattern of physical growth and 
development there is a developmental outline 
of healthy personality development. In each 
stage of child development there is a central 
problem that has to be solved if the child is to 
»proceed with confidence to the next stage. 
The stages may be briefly summarized as fol- 
lows: the sense of trust in the child’s first 
year; the sense of autonomy in the child’s 
second year; the sense of initiative in the 
latter part of the preschool period; the sense 
of accomplishment in the period from six to 
twelve years; the sense of identity at adoles- 
cence; the sense of intimacy late in adoles- 
cence; the parental sense; and the sense of 
integrity. “Timing,” or proper rate and nor- 
mal sequence, is necessary if emotional de- 
velopment is to proceed. 

These concepts should have farreaching 
influences in health services for mothers and 
children. For example, a more flexible type 
of mother and baby care in maternity hos- 
pitals is a direct outgrowth of this viewpoint. 
The attitudes of physicians and nurses giving 
health supervision to infants and children in 
child health conferences are undergoing con- 
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siderable revision. However, children’s shel- 
ters and institutions are much slower in put- 
ting these concepts into practice. Also, these 
concepts have to be integrated and empha- 
sized in programs for educating parents and 
in preparing young people for parenthood and 
family life. 
Hospitalization of Maternity Patients 

More than 99 percent of all deliveries in 
highly urban areas and almost 90 percent of 
all deliveries for the country as a whole now 
take place in hospitals. This single fact is 
undoubtedly the result of recognition that a 
good hospital is the only safe place for the 
delivery of the mother and for the early neo- 
natal care of the baby. Hospitalization, how- 
ever, has been the cause of several problems 
which are of vital importance. One problem 
created in the 1940s was due to a concept that 
the baby must be considered to be a “sterile” 
product and as such his mother should rarely 
or never see him during the hospital neonatal 
period. Undoubtedly this concept was clearly 
related to the epidemics of diarrhea and other 
infections which occurred in hospital newborn 
nurseries in the late 1930s and 1940s. The 
problem of infection was directly related to 
increased hospitalization, lack of concomitant 
construction of new hospitals and of expansion 
of existing hospitals, provision of large congre- 
gate hospital nurseries, general overcrowding 
of nurseries, and lack of sufficient quantity 
and satisfactory quality of pediatric and nurs- 
ing care and supervision. However, as steps 
were taken to cope with these factors of infec- 
tions in hospitals the problem was gradually 
brought under control. It then became pos- 
sible to reevaluate existing mother and baby 
care in the hospital, to begin to humanize it, 
and to bring the more desirable features of 
home care of the mother and baby into the 
safer hospital setting. 

Rooming-in is a direct outgrowth of this 
change, and when carefully planned and car- 
ried out by hospital personnel on a voluntary 
basis has supplied the much needed personal 
type of hospital service. This has helped to 
preserve and cement the family unit, and has 
provided opportunity for parents’ learning 
through guided participation in the care of 
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their own baby. Although the number of hos- 
pitals with known formal rooming-in plans in 
the country is limited (approximately 45, or 
1 percent of all general hospitals) nevertheless 
it should be possible for all hospitals to adopt 
some of the desirable features of rooming-in 
on a modified basis. 

Another outgrowth of increased hospitaliza- 
tion of mother and baby has been an oppor- 
tunity to examine more carefully the causes of 
maternal and neonatal mortality and to take 
the necessary steps to save additional lives. 
Many state and local health departments have 
provided for or assisted in several kinds of 
services in this direction: the development of 
hospital consultation programs designed to 
raise the quality of hospital maternity and 
newborn care, the enactment of certain mini- 
mum legal requirements, and the provision of 
certain special services, such as community 
programs for care of premature infants and 
payment for obstetric consultation. Cities 
such as Chicago and New York and some 
states (Illinois, Colorado, North Carolina, 
Maryland, New York—to mention a few) 
have successfully operated community prema- 
ture programs. The big remaining problem in 
this area is to concentrate on the maternity 
aspects of the program, especially preconcep- 
tional and prenatal care. 

Another problem arising from increased 
hospitalization is that of hospital costs, which 
have mounted steadily. One approach has 
been to decrease the length of hospital stay of 
mother and baby from the traditional four- 
teen-day period in the 1940s to the present 
five to six days. Early ambulation is related 
to this approach and was given special im- 
petus because of hospital overcrowding during 
World War II. Another approach has been 
through expanded use of prepaid hospital 
insurance plans. At the present time the 
American Hospital Association is undertaking 
a study of hospital costs. 


Status of Child Health Services 
In the late 1940s the American Academy of 
Pediatrics, in conjunction with the United 
States Children’s Bureau and United States 
Public Health Service, completed its monu- 
mental study of child health services in this 
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country. It is possible that this study may 
have as farreaching significance in the field 
of pediatrics and pediatric education as the 
Flexner report in the early 1900s had on gen- 
eral medical education. 

The study documented some beliefs already 
held and pointed out some new facts. The 
disadvantageous position of the rural areas 
and of the lower income groups in regard to 
medical and dental care, specialists, hospitals, 
and clinics was reemphasized. General prac- 
titioners accounted for 75 percent of children’s 
visits, pediatricians, 11 percent, and other 
specialists, 14 percent. The general practi- 
tioner was more accustomed to care for sick 
children, in contrast to the fact that the pedia- 
trician spent 54 percent of his time giving 
health supervision to well children. Further- 
more, almost one half of the general practi- 
tioners had had little hospital training in 
pediatrics. Future avenues for improvement 
of services for children are evident. 

The study showed that two thirds of the 
counties in the United States had no well child 
conferences. Most well child conferences are 
held in metropolitan areas. About one third 
of the counties had no nurses engaged in full- 
time public health nursing service. Similarly, 
more than half the counties in the country did 
not have any school medical services. Many 
of these gaps in health services for children 
are related to the basic need for local health 
units. 

In the field of pediatric education several 
facts stand out. The precarious financial state 
of pediatric departments in many medical 
schools is pointed out. More emphasis on the 
teacing of social and environmental factors 
in health and illness is recommended. Future 
service of high caliber is hampered by the fact 
that only two out of five medical graduates 
have any pediatric intern training in hospitals 
approved for pediatric residency. The amount 
of time spent by pediatric residents and as- 
sistant residents in well child services is quite 
limited, although much of the pediatricians’ 
practice is spent in guiding the mother in keep- 
ing the well child well. 


Services for Handicapped Children 
The traditional service in many handi- 
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capped children’s programs has been for the 
orthopedically handicapped child. Gradually, 
over the years, however, programs have been 
broadened to include the child with rheumatic 
fever or heart disease and the visually handi- 
capped child. A smaller number of programs 
includes services for children with epilepsy or 
for the maximum rehabilitation of children 
with cleft palate or with hearing impairment. 
The current community services for diagnosis 
and surgical correction of congenital heart 
lesions are examples of new programs devel- 
oped to serve children as scientific knowledge 
and new methods of treatment evolve. Most 
of these services are developed on the same 
basic principles of (1) casefinding (2) diag- 
nostic and consultation service (3) follow-up 
and supervision (4) payment for and pro- 
vision of hospital, convalescent, and rehabili- 
tation services and appliances (5) special edu- 
cational placement (6) vocational testing, 
guidance, training, and placement. It is evi- 
dent that these services require a multidisci- 
plined approach for maximum rehabilitation 
of an individual patient and are beyond the 
financial ability of many patients, so they 
must be provided on a community basis. Un- 
doubtedly, too, as understanding develops the 
definition of a handicapped child will be 
broadened even further to include other con- 
ditions which have a potential for good re- 
habilitation or recovery—as, for example, the 
(child with celiac disease. 


Further Needs 
If these trends are to be soundly and widely 
applied, these objectives must be realized: 
1. Better trained personnel so that health 
services for mothers and children may improve 
more rapidly. 
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2. Emphasis on services for maternity pa- 
tients which are now relatively neglected in 
maternal and child health programs. 

3. More research; for example, on the pre- 
vention of fetal deaths, prematurity, congen- 
ital malformations, cerebral palsy; on the 
relative values of methods of individual 
teaching and group teaching of parents, and 
the kinds of personnel necessary to do the best 
job. As such research progresses there is 
need to apply the knowledge thus acquired to 
develop and modify programs. 

4. Integration and coordination of pre- 
ventive and treatment services so that there 
may be better continuity of care for the 
patient. 

5. Development of standards for hospital 
and convalescent care of handicapped children 
and development of consultation programs 
designed to raise the quality of care. 

Equally important is the need to provide 
flexible service programs and flexible educa- 
tional programs (both formal and inservice) 
sv that as scientific progress is made it may be 
quickly applied to health services for mothers: 
and children. A corollary is the need for con- 
tinuing evaluation of existing programs and : 
services. 

Good care of mothers and children depends 
on well trained personnel in all fields con- — 
cerned and on their ability to work together 
for the good of the family. For although this 
paper has stressed the services for mother and 
child, the mother and child are part of the 
total family unit and the ultimate goal must 
be complete health services for the family. 


This paper is being published also in the Journal 
of the American Medical Women’s Association, De- 
cember 1952. 
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NEWS AND VIEWS 


FROM HEADQUARTERS 
ELECTION RETURNS 

Members of the National League for Nurs- 
ing recently cast their ballots for the members 
of the initial steering committees of three de- 
partments and for the Initial Committee on 
Nominations, NtN. Members voted for the 
steering committee of one department—the 
one in which they are enrolled, and all voted 
for the nominating committee. 

Initial Steering Committee, Department of Public 
Health Nursing: Chairman, Ruth E. TeLinde, 
R.N., Milwaukee, Wisconsin; Vice Chairman, 
Mrs. C. Welles Belin, Waverly, Pennsylvania; 
Members, Bertha L. Allwardt, R.N., Dallas, 
Texas; Mrs. Hazel Higbee Gibbs, R.N., Rich- 
mond, Virginia; Elizabeth B. Hager, R.N., 
Ayer, Massachusetts; Lucile Johnson, Port- 
land, Maine. 

Initial Steering Committee, Department of Di- 
ploma and Associate Degree Programs: Members 
of the committee will choose the chairman 
and vice chairman at their first meeting. 
Temporary Chairman, Mrs. Henrietta A. 


Loughran, R.N., Boulder, Colorado; Mem-, 


bers, Virginia K. Betzold, R.N., Baltimore, 
Maryland; Edward N. Jones, Ph.D., Lubbock, 
Texas; Gertrude E. Nathe, R.N., Grand 
Rapids, Michigan; Zaio Schroeder, Grosse 
Point, Michigan; Sister M. Desderia, R.N., 
Yankton, South Dakota. 

Initial Steering Committee, Department of Bac- 
calaureate and Higher Degree Programs: Chair- 
man, Helen L. Bunge, R.N., Cleveland, Ohio; 
Members, Marie Farrell, R.N., Boston, Mas- 
sachusetts; Alma E. Gault, R.N., Nashville, 
Tennessee; Norman Moore, M.D., New York, 
New York; Sister M. Ancina Adams, R.N., 
Winona, Minnesota; Charles E. Smith, M.D., 
Berkeley, California. 

Initial Committee on Nominations, NLN: ChAair- 
man, Marguerite Paetznick, R.N., Denver, 
Colorado; Vice Chairman, LeRoy N. Craig, 
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R.N., Philadelphia, Pennsylvania; Members, 
Martha D. Adam, R.N., San Mateo, Califor- 
nia; Mrs. Mina Kenworthy, R.N., Maywood, 
California; Mrs. Lindsley F. Kimball, Long 
Island, New York; Mrs. Hazel H. Leedke, 
R.N., Kaukauna, Wisconsin; Rita E. Miller, 
R.N., New Orleans, Louisiana. 


Initial Steering Committee, Department of 
Hospital Nursing, was appointed earlier by the 
Nin board: Chairman, Mary E. Brackett, 
R.N., Hartford, Connecticut; Vice Chairman, 
Roy E. Brown, Abingdon, Virginia; Members, 
Thelma Dodds, R.N., St. Paul, Minnesota; 
Marjorie Kvarnes, R.N., Catonsville, Mary- 
land; Thomas P. Murdock, M.D., Meriden, 
Connecticut; Juanita Murr, R.N., Portland, 
Oregon. 


NURSING’S STATEMENT TO PRESIDENT’S 
COMMISSION 

The National League for Nursing joined 
with the American Nurses’ Association, the 
National Association for Practical Nurse Edu- 
cation, and the National Federation of Li- 
censed Practical Nurses in a joint declaration 
on nursing needs confronting our country for 
presentation to the President’s Commission on 
the Health Needs of the Nation. The Presi- 
dent’s Commission was asked to give attention 
to three broad urgent needs: 

1. More nurses through support and promo- 
tion of recruitment and of economic security 
for nurses to attract and keep workers in the 
profession. 

2. Better nursepower through support and 
promotion of improvement of schools of nurs- 
ing and of state legislation which will provide 
for the licensure of qualified professional and 
practical nurses. 

3. More effective use of nurses through sup- 
port and promotion of better administrative 
practices in nursing; elimination of discrim- 
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ination in the selection and terms of employ- 
ment of nurses because of race, color, or creed; 
improved distribution of nurses and organized 
nursing services in the community. 


STAFFING TUBERCULOSIS UNITS 1N 
HOSPITALS 

Cues to Staffing Tuberculosis Units in 
Hospitals—a Guide for the Nursing Depart- 
ment, a new booklet prepared by the Tuber- 
culosis Nursing Advisory Service of NLN, dis- 
cusses the factors affecting staffing patterns, 
the basis for estimating staff quotas, and es- 
tablishing personnel quotas, and will be help- 
ful to hospital administrators, state boards of 
nurse examiners, directors of nursing service, 
et cetera. Cues is published !)v the National 
Tuberculosis Association and is available 
through the state and local tuberculosis asso- 
ciations. 


POLIO NURSING—TEACHING FILMS 

A new series of teaching films under the 
general title Nursing Care in Poliomyelitis is 
now available. The films were produced by 
Science Pictures, Inc., with technical direction 
from the Nursing Advisory Services for 


Orthopedics and Poliomyelitis, NUN, and un- ~ 


der a grant from the National Foundation for 
Infantile Paralysis. Teresa Fallon and Bar- 


‘ bara Williams of NLN and Catherine Worth- 


ingham and Matilda Smith of Nrip gave con- 
tinuous supervision and guidance to the 
filming. 

There are three 16mm sound films, running 
one-half hour each: the problems and oppor- 
tunities in the care of patients with low-spine 
polio; bulbar polio; high-spinal, thoracic, or 
respiratory polio. Each film is a complete 
unit and may be shown separately. 

Films may be borrowed free of charge from 
NLN Nursing Advisory Services for Ortho- 
pedics and Poliomyelitis, 2 Park Avenue, New 
York 16. 


WILL YOU HELP? 

Dr. Benjamin Spock is working on a re- 
vision of Baby and Child Care and asks the 
help of public health nurses. He would like 
suggestions about the following points: 

Which sections of the book are misleading 
or worry parents instead of reassuring them? 
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What material should be added and what 
could be dispensed with? (The length of the 
book can’t be increased. ) 

Have the sections on premature infants been 
helpful in any way other than to reassure preg- 
nant mothers in far-off pkaces? 

Would it be better to list only one simple 
evaporated milk formula with or without 
sugar? 

Dr. Spock is truly offering nurses a generous 
opportunity to share their thinking. If you 
have some suggestions or ideas write to him 
at 3811 O'Hara Street, Pittsburgh 13, Penn- 
sylvania. 


RHEUMATIC FEVER 

The Council on Rheumatic Fever and Con- 
genital Heart Disease of the American Heart 
Association has prepared a statement on the 
“protection of rheumatic fever patients cared 
for on the wards of general and children’s 
hospitals.” The statement has been approved 
by the Executive Committee of the AHA. 
Write to the American Heart Association, 1775 
Broadway, New York 19, for copies. 


MENTAL HEALTH FILMS 

The. National Institute of Mental Health, 
Uspns, has compiled a list of films, Selected 
Guide 1952, which describes 106 mental health 
films under the following categories: child and 
family, marriage, mental health and schools, 
mental health problems, and others. It also 
lists sources of films in the mental health and 
psychiatric field. The guide may be purchased 
from the U. S. Government Printing Office, 
Washington 25, D. C., at thirty cents a copy. 


CONFERENCE ON AGING 

The fifth Annual Conference on Aging, 
held in July at the University of Michigan, 
was devoted to the topic Housing the Aging. 
Two major aspects were considered: housing 
for older well people and housing for older 
people requiring nursing care. 

About 12 percent of our older people live 
in substandard housing. Although this may 
appear to be a small group percentagewise, it 
is a very large one numerically. The 1950 
census data inform us that about 51 percent 
of the families (in which the head of the 
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family was more than 65 years of age) had 
incomes of less than $2,000; that more than 
30 percent had incomes of less than $1,000. 
Persons of this age group living alone or with 
nonrelatives were in even worse financial 
straits. More than 89 percent had incomes of 
less than $2,000 and more than 75 percent 
had incomes of less than $1,000. 

A panel of older people discussed their in- 
terests, plans, and needs. They were not in- 
terested in moving to new communities. They 
all agreed they wanted to be within walking 
distance of church, shopping centers, libra- 
ries, and so on. They did not want to be 
segregated. 

Older people requiring sheltered care and 
medical supervision have special housing 
needs. Several speakers deplored the separa- 
tion between the general hospital and the 
chronic disease hospital. Professionally, 
financially, psychologically, and educationally, 
it is better to have the chronic disease hos- 
pital as a unit or at least physically and ad- 
ministratively close to the general hospital. 
Geriatric clinics should be established in 
general hospitals. These will further research 
and medical and nursing education. 

There are from 14,000 to 15,000 nursing 
homes in the United States, known by a 
variety of names. Most of them are old 
private homes and many are firetraps. The 
nursing home operators present at the con- 
ference expressed a desire for more help. 
They think they have been unduly criticized; 
they are doing the best they can with the 
money that patients can afford to pay for 
their care. The amount of nursing care 
needed by the aged in most nursing homes is 
comparable to the amount needed by the same 
types of patients in general hospitals. If 
complete and adequate facilities are to be 
provided a nursing home should not have 
fewer than twenty-five or more than 300 pa- 
tients. At present the various homes have 
facilities for from three to 1,000 patients. 

A nursing educator, Ella E. McNeil of the 
University of Michigan faculty, who repre- 
sented the NLN at the conference, wrote that 
she was particularly impressed with the oppor- 
tunities that nurses in hospitals and in the 
public health field have for contributing to 


the care and welfare of the aged; in preventing 
accidents and illnesses, planning for and 
supervising home nursing care, coordinating 
hospital and home care, giving consultation to 
operators of nursing homes, and helping with 
such problems as nutrition, mental hygiene, 
and rehabilitation. 

Here are some of the factors which 
emerged out of the conference: Older people 
prefer to live in family households; they pre- 
fer to remain in the homes of their later years 
and, if they must move, to remain in the same 
neighborhood; they are not always willing to 
live with their children; many live in rooming 
houses and are isolated and lonely; institu- 
tional living brings a loss of independence; 
there is no single best living arrangement for 
the older person. 


ABOUT PEOPLE YOU KNOW 

The Bureau of Indian Affairs, United States De- 
partment of the Interior, announces the appointment 
of Margaret S. Taylor as chief consultant in nursing 
in the Branch of Health. Miss Taylor has lately 
been director of the public health nursing program, 
School of Public Health, University of Minnesota. 
For several years previously she was with the Uspxs 
as chief nurse of the Tuberculosis Control Division. 
Miss Taylor was active in the Education Committee 
of the former Nopun and was chairman of the com- 
mittee for 1950-1952. 

The Visiting Nurse Service of New York reports 
the following appointments to the supervisory staff: 
Dorothy L. Mitchell, supervisor at East Harlem 
Center; Alice H. Wightman, supervisor at Washing- 
ton Heights Center; Frances From, supervisor at 
Astoria Center; Mary K. Pratt, assistant supervisor, 
Mott Haven Center. .. . Mrs. Betty Conway is the 
newly appointed nursing representative in Oregon 
of the American Red Cross. She recently was on the 
staff of the Public Health Department, Santa Cruz, 
California, where she had charge of the Tubercu- 
losis Diagnostic Clinic. . .. Another Arc appointment 
is that of Mrs. Anne F. Martin as nursing representa- 
tive in Southern Idaho and Utah. 

Margaret Fabry is instructor in the care of the 
premature, Bureau of Public Health Nursing, West 
Virginia State Department of Health. She was 
formerly head nurse at the Premature Center, 
Herbert J. Thomas Memorial Hospital. . . . Esther 
E. Welles retired as director of the Putnam VNa 
in September. . . . Virginia M. Dunbar, dean of 
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THE STORY OF THE GROWTH OF NURSING 
AS AN ART, A VOCATION, AND A PROFESSION 


Agnes E, Pavey, S.R.N. Philadelphia, J. B. Lippincott 
Company. 3rd edition. 1951. 498 p. $5. 


In this book Miss Pavey has approached 
our history from a viewpoint vastly different 
from that taken by any other author. She 
depicts for us the social, religious, and eco- 
nomic conditions of the countries of the world 
and against this backdrop she gives us the 
action of medicine and nursing. From a back- 
ground of many facts, new and old, Miss 
Pavey interprets the significance of the nurs- 
ing activities in the peculiar circumstances of 
the civilizations in which they occur. 

Her style is singularly lucid and clear and 
the book is preeminently readable. She seems 
to have an extremely rich background of his- 
torical knowledge and understanding which 
gives to her narrative a vividness and brilli- 
ance that make it almost impossible for the 
reader to lay.down the book. Here is no dry- 
as-dust history of nursing! She makes the per- 
sonalities of the pioneers come alive. She also 
makes us realize that the periods during which 
nursing was an art and during which it was a 
vocation were not perhaps too glorious. 

Even though these periods were not glorious 
as we consider our professional age to be 
glorious, nevertheless we are made to feel that 
in the ancient civilizations of the Oriental 
countries good nursing care must surely have 
been a part and parcel of the practice of medi- 
cine. Similarly, the author gives us the feel- 
ing that during the eighteenth and nineteenth 
centuries those who cared for the sick in their 
very simple fashion did so with compassion 
and thoughtfulness. 


We realize when we read the third section, 
A Profession, how very young we are as a 
profession. Miss Pavey’s presentation of 
nursing as a profession is remarkably devoid 
of sentimentality when discussing the promi- 
nent part played by Florence Nightingale. 
No history would be complete or accurate 
which did not give credit to Miss Nightingale 
for her leadership and acute foresight. Miss 
Pavey naturally gives most emphasis to the 
European and British activities in the develop- 
ment of the professional period of nursing. 
However, the brief descriptions of the de- 
velopment of the profession in Canada and in 
the United States are accurate and significant. 
Her description of the development of univer- 
sity education in the profession is one of the 
clearest statements I have ever read. The 
chapter in which she shows the present de- 
velopment of nursing education in European 
countries is especially valuable for its clarity. 

In her conclusion Miss Pavey gives an ex- 
cellent summation of the growth and develop- 
ment of nursing. “It is no longer the expres- 
sion of a mystic art possessed only by the 
favoured of the gods—or demons. Nor is it a 
work of self abnegation or religious fervor 
undertaken as a penance or for spiritual solace 
and uplift; nor even is it, entirely, a selfless 
answer to the call of human suffering. Much 
less is it a shunned and rather repulsive ac- 
tivity of the ignorant woman to whom no other 
calling is open. And yet, in its long history, 
it has been all of these things. But something 
of the art, and much of the vocation, must 
still remain, to illumine with its mystic light 
some inevitable tasks which would otherwise 
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be wearisome and unlovely, perhaps even sor- 
did, and to irradiate the paths which lead into 
the unknown future.” 

Teachers of nursing will find this book not 
a basic text but an excellent reference for 
causes and effects through tKe centuries. It is 
most of all an absorbing, readable book for 
nurses and their lay friends. 


—E. A. Etecta MacLennas, R.N., Associate Profes- 
sor of Nursing and Director of School of Nursing, 
Dalhousie . University. 


A SEX GUIDE TO HAPPY MARRIAGE 


Edward F. Griffith, M.R.C.S. New York, Emerson Books, 
Inc. 1952, 352 p. 


The author discusses the broader phases of 
sex in courtship and marriage. In addition to 
the expected chapters on the physiology of 
sex, sex relations in marriage, conception con- 
trol, and sterility there is a discussion of prob- 
lems of the engaged, abortion and diseases, sex 
education, and marriage counseling in the 
United States. 

At times the author shows a tendency to 
make dogmatic statements that do not take 
cognizance of all the facts involved. For ex- 
ample, the enthusiastic recommendation of 
the diaphragm is based on the device’s effec- 
tiveness from the medical viewpoint and takes 
no cognizance of the fact that a large percent- 
age of women find such devices esthetically 
unacceptable, about one third discontinuing 
their use after the first year. 

The beok seems directed toward young 
people approaching marriage, yet many of 
them would receive a pessimistic impression 
of marriage because of the author’s tendency 
to dwell upon the unusual. For example, the 
long discussion of preparing for marriage by 
stretching the hymen would be disquieting to 
many young women and the emphasis upon 
the importance of mutual orgasm could be dis- 
couraging to the many couples who fall within 
the group in which the wife seldom experiences 
orgasm. About one third of all wives achieve 
orgasm seldom or never, according to research 
studies by Terman and the Margaret Sanger 
Research Bureau. 
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The author strongly recommends that all 
contraceptive information be gained from a 
doctor. Part of his emphasis on this point is 
designed to get people to go to the doctor 
rather than to the drugstore, but it would have’ 
been better to recommend going to the planned 
parenthood office, if one is available, because 
many doctors are not well qualified to advise 
about contraception. 

In spite of the failure to limit statements by 
recognizing exceptions and individual differ- 
ences, the book is quite sound and will be help- 
ful. The recognition of religious ideals and 
moral beliefs will be welcomed by many. 

An outstanding feature of the book is the 
appendix. All marriage counseling, family 
counseling, and planned parenthood clinic 
services in the United States are listed by 
states so that those interested in counseling 
can readily find the agencies available in their 
communities. 


-—Jupson T. Lanois, Ph.D., Associate Professor of 
Family Sociology, University of California, Berke- 
ley. 


THE BATTLE FOR MENTAL HEALTH 


James- Clark Moloney, M.D. New York, Philosophical 
Library, Inc. 1952. 105 p. $3.50. 


Dr. Moloney is concerned with the increas- 
ing problem of mental illness in America today 
and suggests that the rigid pattern of child 
rearing and the competitive nature of our 
society are greatly responsible for this situa- 
tion. 

As one of the founders of the Cornelian 
Corner the author is an ardent advocate of 
the need for a more permissive approach to 
the problems of childbearing and child rearing. 
Dr. Moloney purports to examine and analyze 
some of the resistances which he has met in 
his efforts to promote the permissive theory. 
His discussion, however, becomes a_ bitter 
attack on the professional people (pedia- 
tricians, nurses, obstetricians, et cetera) who 
have criticized and resisted these newer meth- 
ods. 

This book is a series of chapters giving sta- 
tistics on social ills with quotations from 
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various well known sources in the fields of 
anthropology and psychiatry—the whole book 
being interspersed with the author’s highly 
emotional interpretations and opinions. The 
result, to this reviewer, is a confusing hodge- 
podge which fails to be ‘helpful either to the 
professional or the lay reader. 


—Evetyn GILBertson, R.N., Mental Hygiene Con- 
sultant, The Visiting Nurse Society of Philadelphia. 


GROUP WORK RECORDING, PRINCIPLES AND 
PRACTICES 


Anne W. Lindsay. 
160 p. $3. 


New York, Woman's Press. 1952. 

The achieving of a better level of perform- 
ance, thus improving service to the community 
and to the agency, has long been recognized 
as one of the justifications for adequate record 
keeping. 

Miss Lindsay delineates the ways in which 
process recordings, when effectively prepared 
‘and used, improve the understanding of the 
worker about his own development and the 
consequent values to the beneficiaries of the 
program. She indicates in the preface of the 
book that no new or startling approach to the 
subject of recording is presented. Perhaps 
it is her ability to select meaningful incidents 
and to give a practical and intimate evalua- 
tion of them that makes this book interesting 
reading. 

The simplicity of method used in the pre- 
sentation of material and the author’s evalua- 
tion of situations should serve as a stimulus 
in the preparation and improvement of rec- 
ords. Excerpts from process records and 
explanations of their use as a supervisory tool 
constitute sections of each chapter. Miss 
Lindsay develops content on what the worker 
records about individuals, such as first contact, 
observations of specific behavior, the indi- 
vidual interview, and referral to other agen- 
cies, In discussing the use of the record as 
an instrument in the supervisory process she 
indicates that “the three components of the 
conference—the worker, the supervisor, and 
the records—are of equal importance. The 
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supervisor brings knowledge, understanding, 
and experience to the conference; the worker 
supplies direct relationship with the group, 
practicing skills, and self evaluation; the 
record provides the actual point of departure 
for the discussion.” 

The author indicates a preference for this 
type oi evaluative activity in contrast to direct 
observation of the worker in his group. It 
must be remembered that the effectiveness of 
the method depends on the ability of the 
worker to record and on the skill exercised by 
the worker and the supervisor in using the 
records. 

Though the content is directed toward the 
process of recording group and leader activi- 
ties, feelings, and reactions, the methods are 
equally applicable in developing process re- 
cordings in family health services. In the 
last chapter of the book the use of the sum- 
mary record, the use of the record in training 
and administration, and the basic principles 
of recording are discussed. 

Nurses will agree with the author that pro- 
cess records have the disadvantage of being 
bulky, timeconsuming for the worker and 
reader, and of little purpose unless they are 
used to promote growth and improve service. 

Staff nurses, supervisors, educational di- 
rectors, and faculty members will find the 
book helpful in achieving a deeper understand- 
ing of the purpose and use of the process 
record. Several complete recordings and a 
bibliography are included in the appendix. 


—Hazer Suortat, R.N., Public Health Nursing Con- 
sultant, Institute of Inter-American Affairs. 


PROTECTIVE BODY MECHANICS IN 
AND IN NURSING 


Margaret Campbell Winters, R.N., P.T. 
W. B. Saunders Company. 1952. 15 p. 


Although this manual is planned primarily 
to meet the needs of students and instructors 
in schools of nursing it is well adapted for 
use by all who are interested in the efficient 
utilization of the body. Written in a simple, 
clear style and illustrated with numerous de- 
tailed line drawings, it places positive em- 
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phasis upon the scientific principles basic to 
the maintenance and promotion of good body 
mechanics. 

The title is indicative of the content. The 
first section presents the basic scientific prin- 
ciples which relate to body alignment and 
movement. Common postural and mechanical 
errors arépointed out but not stressed unduly. 
Self improvement is stimulated. The next 
section deals with those factors which influence 
posture and body mechanics in all periods of 
life. Activities common to each age group 
illustrate the application of the principles 
stressed in the preceding section. In the third 
section these principles form the basis for the 
development of nursing technics employed in 
most of the major areas of nursing. 

The illustrations both supplement and ex- 
tend the text. The excellent bibliographies 
at the end of each section increase the man- 
ual’s usefulness to students of nursing, teach- 
ers, and all persons engaged in any phase of 
patient care. 

The material contained in the appendix will 
be of special value to those who are interested 
in methods of incorporating the principles of 
body mechanics into curricula in nursing on 
either a basic or a graduate level. 

This manual represents a desirable trend 
towards the presentation of simple, practical, 
and essential information. 


DatrymMp.e, R.N., Associate Professor of 
Nursing and Head of the Nursing Arts Department, 
University of North Carolina. 


TEACHING METHODS IN PUBLIC HEALTH 
NURSING 


Kathleen M. Leahy, R.N., and Aileen Tuttle Bell, R.N. 
W. B. Saunders Company, Philadelphia. 1952. 220 p. 
$3.50. 


Repeated perusal of this book has not pro- 
vided a satisfactory answer to the question: 
For whom was it intended? Public health 
nursing programs for graduate nurses have 
lacked a text for what is generally termed a 
“teaching methods” course. More recently 
the collegiate basic schools, seeking to improve 
technics of integration of public health nurs- 
ing principles, have been seeking such a 
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resource. Statewide or local inservice educa- 
tion programs, designed to give the graduate 
nurse a rapid overview of public health nurs- 
ing on the job, are in weed of material to help 
explain the “teaching function.” 

The contents of units 1 and 2 of this book 
do not seem sufficiently broad to serve as a 
basis for meeting the need’ of either of the 
first two groups of students. Collegiate basic 
nursing students especially need emphasis on 
the point that while teaching grows out of 
nursing situations it is the nurse’s sensitivity 
to the patient and the whole environment 
which helps her to know how to give the 
patient the support he needs. We need ma- 
terial today which will help to establish con- 
tinuity in the mind of the student between hos- 
pital and public health nursing teaching. With 
the exception of some discussion of referral 
plans this point is not well developed. 

Although the introduction to chapter 4 
states that the nurse is primarily a teacher of 
individuals, later organization stresses the 
group teaching role. The lecture is presented 
first as a teaching technic, followed three chap- 
ters later by problem solving as related to 
family health service. The evolutionary na- 
ture of public health nursing teaching—where- 
by the nurse first learns to relate herself to 
individual and family situations, then progres- 
ses to leadership of groups—seems to be lack- 
ing in this presentation. Yet supervisors in 
field agencies tell us that even our well pre- 
pared young graduate seems to need to grow 
in this way. 

One is puzzled about the concept of the 
public health nurse’s role in teaching as pre- 
sented here. Although the presentation is in 
a chatty, friendly style, the nurse is repeatedly 
made to seem authoritarian in her approach to 
teaching situations. There is some conces- 
sion to the idea that people learn more readily 
what they help select for learning, but in quite 
a few instances there is the suggestion that 
“the nurse knows best.” The nurse “steered” 
the Pra committee so that she could talk on 
the handicapped child—a good avenue for 
explaining her service but one that seems 
rather specialized for a “normal” group. The 
authors speak of teaching opportunities—‘the 
factors that will affect the content of her 
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teaching and even modify her teaching plan” 
—and one wonders whether it is the plan or 
what the nurse finds in the home or group that 
is the most important. 

Teaching a series of expectant mothers or 
parent classes is dismissed with a mention 
of the Red Cross course. Although this 
course may be suitable for certain situations 
or where nurses have had no other preparation 
for teaching, it seems to be a limited answer 
to a broad area of need. There is quite a bit 
of evidence that expectant mothers like to 
participate freely in planning and sharing in 
the total group experience and that one of the 
nurse’s responsibilities is provision of a per- 
missive environment. Even though the sug- 
gested lesson plan could be adapted for such 
a group, how objectives are determined seems 
to need further emphasis. 

With a few exceptions the discussion of the 
nurse’s teaching role in child health confer- 
ences and in schools is excellent. Chapter 7, 
applying the project method to teaching in 
these situations, has reality and would be 
helpful to students. Other illustrations here 
_ and there do not seem as well chosen and their 
‘ timeliness in terms of modern practice might 
be questioned by nurses in the field. For in- 
stance, would provision of a safe drinking 
fountain really prevent future epidemics? 
Why was the nurse examining the throats of 
the third grade children? And where was the 
family physician or health officer when the 
nurse “agreed with the mother’s diagnosis” 
of scarlet fever? Even if neither existed in a 
“mountainous section of the county” doesn’t 
the nurse suspect and report rather than diag- 
nose? The picture of the nurse doing audio- 
meter testing seems out of place when pub- 
lications from national educational sources 
are beginning to recommend that a technician 
perform such procedures and nursing journals 
stress the shortage of nurses. Will the young 
graduate, schooled in the team concept and 
accustomed to sharing the care of sick patients 
with semiskilled workers, look on the public 
health field as “real nursing”? 

The section dealing in detail with media for 
health education contains some helpful sug- 
gestions, most of which are available in a 
variety of health education texts and in a 
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wealth of recent periodical articles. In a 
university teaching situation it is usually 
possible to secure assistance with such con- 
tent, either in a special course or as part of a 
public health nursing class. Presenting the 
method of threading a movie projector does 
not seem consistent with the previous empha- 
sis on the value of demonstration teaching. 
Quite a bit‘of the material presented here re- 
lates to the work of the total health depart- 
ment staff and its inclusion might confuse the 
nursing responsibility. This unit, as well as 
the first two, seems to be of most value in the 
inservice education of nurses employed in 
public health without formal preparation— 
about 65 percent of our total public health 
nursing population. 


—Marion Murpuy, R.N., Resident Lecturer in Pub- 
lic Health Nursing, School of Public Health, Uni- 
versity of Michigan. 


THE WORKSHOP WAY OF LEARNING 
Earl G. Kelley. New York, Harper and Brothers. 1951. 
169 p. $2.75. 


This short and easily readable book de- 
scribes a method of learning in which groups 
of people try to help each other toward the 
solution of common problems. It is a de- 
tailed description of an experiment in learning 
which has been conducted at Wayne Uni- 
versity during the past ten years. The author 
shares with his readers the methods used, the 
successes, and the still unsolved problems. 

To those of us who have been using the 
same or similar methods it sounds not only 
familiar but reassuring. The chapter on how 
to get started offers helpful suggestions, but 
another chapter lists getting started as some- 
thing that needs much more thought and ex- 
perimentation. The initial period of flounder- 
ing in group-centered learning is still unsatis- 
factory. This reviewer believes that chapter 
9, Outcomes, shows many more advantages 
than disadvantages in the use of workshop 
methods. 

The author describes eight positive out- 
comes with which all of us in nursing educa- 
tion and nursing service are concerned, four 
of which are changes in attitude, changes in 
teaching method, signs of personal growth, 
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and improved human relations. These valu- 
able evidences of growth are of more import- 
ance than the still unsolved problems. 

This book is recommended not only for 
instructors in educational institutions but also 
for people in service agencies where inservice 
staff education is an integral part of the pro- 
gram. 


—Frances Frazier, R.N., Instructor in Nursing Edu- 
cation, Teachers College, Columbia University. 


HANDBOOK OF CARDIOLOGY FOR NURSES 


Walter Modell, M.D. New York, Springer Publishing 
Company, Inc. 1952, 246 p. 3 


Since there is an evergrowing interest on 
the part of health workers in the problems of 
chronic illness nurses are finding real need for 
texts on specific diseases to supplement more 
general medical and nursing reference books. 
Dr. Modell apparently had such a need in 
mind in preparing this book. As an abridged 
text on the medical management of heart 
diseases it should provide useful reference 
material for nurses. 

Inasmuch as it is written primarily from 
the point of view of the medical treatment of 
the individual who has a cardiovascular dis- 
ease the public health nurse will not find in- 
formation here about all the aspects of cardio- 
vascular diseases with which she is concerned. 
She must look elsewhere for discussions of the 
public health problems posed by the cardio- 
vascular diseases and community planning for 
the services and resources needed to meet 
these problems. However, there is scientific 
and medical information in the book that the 
public health nurse can use not only in giving 
care to individuals with heart disease but also 
in teaching patients and families and in an- 
swering questions that may arise in the course 
of her work in various aspects of the com- 
munity health program. 

There are included, for example, brief sim- 
plified explanations of how the various pro- 
cedures and tests used in establishing the car- 
diac diagnosis are carried out and the possible 
significance of the results of such procedures 
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and tests. One chapter contains summaries 
of the therapeutic and toxic effects of the 
drugs commonly used in the treatment of heart 
disease. Definitions of anatomical, physio- 
logical, and pathological terms are given 
throughout the béok. 

It can easily be argued that most of the ex- 
planations given are oversimplified. To con- 


. dense a considerable mass of technical material 


without sacrificing important details and 
without oversimplification is admittedly a dif- 
ficult task. In attempting to organize and 
abridge his material the author has broken it 
up into so many small parts and, in some por- 
tions, has so markedly condensed it that the 
overall impression is of many separate mis- 
cellaneous ideas rather than of basic and re- 
lated concepts. 

The chapter on congestive heart failure, for 
example, does not provide a comprehensive 
picture of the total plan for the management 
of the disorder. Various measures such as 
limitation of activity, digitalis, mercurial di- 
uretics, and low sodium diet are mentioned 
briefly, but the relationship of each to the 
others in the management of heart failure is 
not explored. One must turn to other chap- 
ters, such as those on drugs and habits and 
hygiene, to find more specific and detailed 
information. 

With all the discussion now going on about 
the employment preblems of cardiacs and the 
need for better methods of evaluating their 
work eapacity it is perhaps surprising to find 
no mention of these matters included in the 
book. It is also somewhat disappointing to 
find that the exploration of the patient’s emo- 
tional needs is, for the most part, limited to 
such generalizations as the fact that the pa- 
tient should be reassured. 

Because this book is primarily concerned 
with medical treatment there is not a great 
deal of discussion about the nurse’s responsi- 
bilities in helping to meet the needs of the 
cardiac patient. Essentially the author has 
limited himself to pointing out the value to 
the physician of the nurse’s careful observa- 
tion of signs and symptoms and her ethical 
responsibility to support whatever plan of 
treatment the physician selects in matters 
where there is not full medical agreement on 
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the best method of therapy. The book might 
have been of greater value to nurses if Dr. 
Modell had had a nurse collaborator who 
could have enriched the content concerning 
the role of the nurse. 

In spite of any limitations it may have, 
however, it contains much useful factual in- 
formation. The public’ health aurse will be 
able to see many implications in and applica- 
tions of this information in her work. 


—Jane Witcox, R.N., Public Health Nursing Con- 
sultant, Program Development Branch, Division of 
Chronic Disease and Tuberculosis, Public Health 
Service, Fsa. 


COMMUNICABLE DISEASE 


Nursinc Care oF COMMUNICABLE Diseases. Mary 
E. Pillsbury and Elizabeth J. Sachs. Philadelphia, 
J. B. Lippincott Company. 7th ed. 1952. 804 p. 
$4.50. 


CHILD CARE 


Mepicat Inspection OF ScHOoL CHILDREN. Edgar 
Henry Wilkins. Baltimore, Williams and Wilkins 
Company. 1952. 224p. $4. 

Feeptnc Littte Forks and Do Your CHILDREN 
Have A Heatturut Day. Two publications of the 
National Dairy Council, Chicago 6, Illinois. Single 
copies free; nominal charge, for quantity orders. 

Epitepsy, THE Last OF THE 
New York, Committee for Public Understanding 
of Epilepsy, 10 West 23 Street, New York 10. 1952. 
15 p. 


CHILD WELFARE 


State Provisions For ScHoot LuncH ProcrRams. 
Myrtis Keels Jeffers. Washington, Office of Edu- 
cation, Fsa. 1952. 40 p. 20c. Send order to 
Superintendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C. 

CuiILpreN Wuo Never Hap A Cuance. Lucy Free- 
man. New York, Public Affairs Committee. 1952. 
24 p. 25c. Resumé of the Aid to Dependent Chil- 
dren program, containing the criticisms most fre- 
quently heard and factual replies. 


NUTRITION 


‘TWIXT THE CuP AND THE Lip. Margaret Cussler and 
Mary L. de Give. New York, Twayne Publishers. 
1952. 262 p. $3.95. Might be called a sociology 
of food and food habits. An interesting and real- 
istic account of food habits based on detailed field 
studies in a rural Southern area. The data as- 
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sembled show that the food pattern of a region is 
modified by individual taste, by social relations, 
and by cultural values of people in surrounding 
areas. Some foods seem to be emotion-centered. 
The authors say “Man behaves unreasonably about 
féod. In this country the whims and vagaries of 
the consumer have constantly been‘ the despair of 
food processors. . .. The planning . . . for Army 
messes is hampered by regional and 4 personal 
tastes. Civilian point-rationing programs [must 
be] coxstantly adjusted in the light of mysterious 
x-factors.” Has many implications for world food 
policy. 


ORTHOPEDIC NURSING 
MaAssacE AND REMEDIAL Exercises. Noel M. Tidy. 
Baltimore, Williams and Wilkins Company. 9th 
edition. 1952. 519 p. $6. 


About People 


(Continued from page 696) 


Cornell University-New York Hospital School of 
Nursing, was honored by Mount Holyoke College 
at a recent convocation on science and human values. 
The citation read, “As director of nursing during 
World War II you rendered valuable service to your 
country; as author you have added to the dignity 
of your profession of nursing; as dean of nursing 
you are carrying forward significant work.” 

The Uspus also announces the assignment of Agnes 
Des Marais to the Mutual Security Agency mission 
in Indo China, where she joins other American nurses 
in Saigon. She will work with the Vietnamese nurses 
in extending public health nursing in the rural areas. 
Miss Des Marais has had wide experience in foreign 
assignments. She has also done public health nursing 
with the New Orleans City Health Department and 
with Lewis County (Washington) Health Depart- 
ment. . . . Agnes Gouthro is to join the five other 
Uspus nurses who are already in Iran assigned under 
the U. S. Point Four program. Miss Gouthro was 
on the staff of the Visiting Nurse Service of New 
York and served with the Army Nurse Corps in 
England, France, and Germany. . . . Another Point 
Four assignment is that of Mildred Jones to Jordan, 
where she will work with other health personnel to 
extend health services. 
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Christmas Seals and Nursing 


N PAGE 695 we report the availability of 

a new booklet, Cues to Staffing Tubercu- 
losis Units in Hospitals. This long-awaited 
publication was prepared by the staff of the 
Tuberculosis Nursing Advisory Service, NLN, 
published by the National Tuberculosis Asso- 
ciation, and is being distributed by the state 
and local tuberculosis associations. This is 
but another illustration of the excellent co- 
operation that has existed for a long time 
among these groups. 

For many years NTA has made grants to 
the former NopHn and the former NiLNeE for 
the promotion of tuberculosis nursing educa- 
tion and service. In 1946 Nrta provided a 
special grant to the two 
organizations to set up the 
Joint Tuberculosis Nursing 
Advisory Service. This pro- 
gram is being carried on in 
Nin as the Tuberculosis 
Nursing Advisory Service 
(TNas) still financed by a 
grant from NTA. 

The overall objective of 
TNAs is to improve nursing 
service to tuberculous pa- 
tients and their families and 
to help prevent the disease. 
In carrying out this objec- 
tive the two nursing con- 
sultants in the period from 
October 1951 through De- 


cember 1952 spent 433 days in the field, visit- 
ing twenty-one states and Puerto Rico. Since 
1950 the consultants have been working with 
key groups in the states organizing work con- 
ferences on tuberculosis nursing for graduate 
nurses. More than half the states have held 
first conferences and others are planning for 
them; a few states have conducted second 
conferences. 

The impact of the work conferences is al- 
ready being felt. There has been definite 
progress in local and state action in defining 
problems in tuberculosis nursing; in develop- 
ing plans of attack on these problems; in 
focusing attention on the nursing needs of 
the tuberculous and their 
families; and in interpret- 
ing the role of nursing in 
tuberculosis control pro- 
grams. 

Nursing has indeed been 
fortunate in having the sup- 
port of the Nta in all these 
endeavors. At this season 
of the year when the famil- 
iar Christmas seal makes 
its appearance it is timely 
for us to recall that much 
of TNas’s program, such as 
the preparation of Cues and 
the work conferences, is 
made possible through the 
sale of the Christmas seals. 
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VISUAL ACUITY TEST 


Visual acuity, the most important part of the screening program, 
can be done with greatest confidence with this chart, because 
the testing letters ure accurate in size and shape, embedded 
between two sheets of hard plastic that can be washed repeatedly 
and is illuminated by a daylight fluorescent bulb and screened so 
as to produce an even distribution of 20-25 foot candles over 
the surface. (10 foot candles can be had on special order if 
desired.) Letter sizes 20/15 to 20/100 in children’s E card or 
alphabetical card for 20 foot use. Also a reversed card for 
indirect or ten foot use with mirror. 


Chart is 9 by 14 inches, comes complete with metal cabinet and 
bulb, ready to plug in. Weighs only 4 pounds and may be 
hung on wall or set on a table. Eye chart complete boyd 
children’s E card or alphabetical card ..............-..-...c-sc-esese0ee $25.00 
Extra cards $2.50 ea. 


® Accepted by the Council of Physical Medicine and 
Rehabilitation, American Medical Association. 


® Approved by Underwriters’ Laboratories. 


Hyperopia Glasses to be used with the Visual Acuity Chart $8.00. 
per pair 


MUSCLE AND SUPPRESSION TEST 


This test is to detect about 2% of the younger children who 
have either poor coordination of their eye muscles or suppress 
or ignore the sight of one eye. This test need not be given 
every year and for that reason a special piece of equipment has 
been designed so that it may be shared by many schools, and 
thus not incur the extra expense for each eye chart. The ad- 
vantages of this equipment are: 1. Special Maddox rod glasses 
are not required. 2. A dark room is not required. 3. It is so 
simple to operate that even kindergarten children give reliable 
answers. This is important because in the younger children the 
incidence is higher and the treatment more effective. 


MUSCLE BOX $55.00 
I THE GOOD-LITE MFG. CO. 
| 7638 Madison Street 
| Forest Park, Illinois 
lo Please send free illustrated literature 
Please send_....- Translucent Eye Charts complete 
| with initials or children’s “E” chart @ $25.00 each 


{Oo Please send......Muscle Boxes @ $55.00 each 
Ib Hyperopia Glasses @ $8.00 


| ( Check here if you want the complete visual screening 

po equipment for schools which includes Illuminated Eye 
Chart, Hyperopia Glasses, and Muscle Box at the 
group price of $80.00 per kit 

1 Name 

| Address 

| City and Zone State 
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Ideal For Premature, Normal Babies 
Only EVENFLO 
has the patented Specified for 
tg 
Twin Air Valve Nipple! 
TWIN AIR VALVES PREVENT PURE NATURAL 
SURGICAL USES: 
 PetrolatumGauze 
SHOULDER 3 He 
_ Adopted as standard procedure by 
“10 NURSE surgeons, as preferred matériel 
AS WELL AS £ nurses, these superior dressings ore 
wound coverings and pack- 
ings, as plugs anddrains—as wellas 
IR VALVE being the most widely-used defini. 
by adjusting cap 
Adopted, because these ready- 
The twin air valves in 
the Evenflo Nip- sealed foil-envelopes—save time, _ 
ple relieve the vacuum so 
babies do not motion, material ... eliminate mess, 
struggle for or ome ex- bother, wastage, spoilage, equip- 
hausted before finishing their bottles. 
: These air holes act as true valves, 
. opening and closing to suit the infant's 
demands. Thus the Evenflo Nipple is truly 
, self-regulating. It’s best for baby! 


EVENFLO CROSS CUT 
“Clog-Free” NIPPLES 


All the features of the regular Evenflo 
Twin-Valve Nipple but with cross cut per- 
foration to help prevent clogging when 
formula is prepared by terminal 
sterilization. 


Insist on these superior dressings 


Genuine Evenflo Nip- in the foil-envelopes Sp 
bles, regular or “clog- = 
free’’ cross cut, only 10c  CHESERROUGH MFG. co., Cons’d 
Professional Products Division 
[ ® NEW YORK 4, N. Y. | 


the Mfg. Co., Cons‘d 

America’s 25c 

Most Popular Nurser 


Approved by Doctors and Nurses 
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Massengill Powder 


Since the dawn of civilization, women have 
recognized the necessity of vaginal bathing as 

a means of preserving feminine daintiness. 

In the earliest recorded literature, indirect 
references are made to vagiisal irrigation, Today, 
the vaginal douche is a routine hygienic 
measure for the fastidious woman. 


Massengill Powder is a superior douche 
preparation for such routine feminine hygiene. 

It is cleansing and deodorizing, yet it is 
nonirritating and is suitable for repeated use. 

In standard solution, Massengill Powder 
approximates the pH of the normal healthy 
vagina. As a cleansing adjuvant, it may be helpful 
in conditions such as leukorrhea, vaginitis, 
pturitis vulvae, cervicitis, and endocervicitis. 


Mildly acid . . . pleasantly aromatic, Massengill 
Powder is approved by physicians. . . 
preferred by patients. 


FOR A GENEROUS TRIAL SUPPLY 
plus literature . . . send your request to 
The S. E. Massengill Company, Bristol, Tenn. 


JS SEMassengill / 
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A new and outstanding book for 1952 


LIVING AGENTS 
OF DISEASE 


‘ by James T. Culbertson, Ph.D. 
and M. Cordelia Cowan, R.N., M.A. 


@ The keynote of this new book is “Health is everybody’s business.” 


@ It is a comprehensive yet simple presentation of the main organisms of 
infectious diseases in relation to the social problems they produce. 


@ The book has a definite social approach pointing out the great need for | 
health education for all individuals, and emphasizing the part each of us can 
play in better community health. 


@ It is a book students, doctors, nurses, and all health workers will find 
modern in concept, reliable as a reference, and interesting as a text. 


640 pp. Fully illustrated Price $5.50 
Department P. H. M. 
 G. P. PUTNAM’S SONS 
210 Madison Avenue, New York 16, N. Y. | | 
| Gentlemen: 
| Culbertson & Cowan at $5.50 per copy including postage. | 
H (PRINT) 
! 
Charge my account Remittance enclosed 
Nore: If remittance accompanies the order, you may deduct 55 cents. " 
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TASTELESS ASPIRIN IN POWDER FORM FOR CHILDREN 


TASTELESS! 
DISSOLVES REA 


With CRYSTAR, tasteless aspirin in powdered form, you are assured accurate 
dosage. CRYSTAR, in individual tamper-proof packets, cannot be mistaken for 
candy. CRYSTAR dissolves readily in the child's favorite drink. That's why you, 
when taking care of little tots, will welcome CRYSTAR. Supplied in one-grain 
packets, boxes of 24, at pharmacies everywhere. CRYSTAR is Cy 
promoted and detailed to physicians. 

Clip and mail the coupon below and discover for yourself the many 
advantages of CRYSTAR. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


DILY IN CHILD'S FAVORITE LIQUID! 


The Armour Laboratories 
520 N. Michigan Ave., Chicago 11, IMlinois 


Please send me, without charge, a sample supply of 
CRYSTAR—the new tasteless aspirin in powder form. 


NAME_ 


= 


STATE 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH /_ 
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Are You Interested in 
A Test For Albumin 
Portable-Light-Simple-Economical 
? 


No Liquids. Based on Sulfosali- 
cylic Acid and Long Experience 


Write for Free Samples PHN-A 


Cargille Scientific Inc. 
_ 117 Liberty Street New York 6, N. Y. 


POSITIONS AVAILABLE 


STAFF NURSE, FIELD SUPERVISOR: Training 
center; 3-week vacation, 38-hour week, sick leave, 
retireinent plan; requirements: at least one year basic 
preparation in public health, plus experience; salary 
$276-$315, depending on qualifications; travel allow- 
ance. Write to Marion G. Fisher, M.D., Lorain 
County General Health District, Oberlin, Ohio. 


REGISTERED NURSE: With public health train- 
ing, to act as executive secretary of county tubercu- 
losis association; tuberculosis training may be ob- 
tained while on the job. Apply to Dr. D. Crosby 
Greene, Berkshire County Tuberculosis. Association, 
50 South Street, Pittsfield, Massachusetts. 


STAFF NURSE: Interested in becoming supervisor 
of nurses; rural county, population 40,000; salary 
dependent on preparation and experience. Write to 
Director, Eaton County Health Department, Char- 
lotte, Michigan. 


PUBLIC HEALTH NURSES: Positions, all levels, 
urban and rural agencies, official and voluntary, in 
various parts of the country; no placement fee. 
Apply in person or write to Nurse and Medical 
Placement Center (formerly Nurse Counseling and 
Placement Office) New York State Employment 
Service, 136 East 57 Street, New York 22, New York. 


SUPERVISOR AND STAFF NURSES: Immediate 
appointment on provisional basis; starting salary, 
supervisor, $3,300; staff, $2,700; 37%-hour week, 
24 days sick leave, 18 days vacation; retirement plaa. 
Write to Mrs. Anna Amann, Director, Bureau of 
Public Health Nursing, 507 Carondelet Street, New 
Orleans 12, Louisiana. 


STAFF NURSE: For new visiting nurse association ; 
public health training required; city of 42,000 with 
cultural advantages; agency car, retirement, Social 
Security, vacation, sick leave, good salary. Write 
to Visiting Nurse Association, 1015 Erie Avenue, 
Sheboygan, Wisconsin. 


SUPERVISORY NURSE: To direct 2-nurse staff 
with undergraduate affiliation; generalized program; 
applicant to act as assistant for first 5 months; start 
January 1953; usual liberal personnel policies. Write 
to Director, Visiting Nurse Association, Iowa City, 
Towa. 


VISITING NURSE BAG 


This Seal Grain Cowhide Leather Lined 
Bag is the accepted standard of visiting 
nurses throughout the world. 


Equipped with lining that is removable, 
either white washable or black rubber. 


Write for details and prices 


ERPENBECK & SEGESSMAN 
417 N. State St. Chicago 10, Ill. 
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Recommended By Many Leading 


to relieve distress of 


CHEST COLDS 


And Break Up Painful Localized Congestion 


A number of baby doctors to- 
day are recommending Child’s 
Mild Musterole to promptly 
relieve coughs, sore throat, 
localized inflammation and to 
break up congestion in nose, 
throat and upper bronchial 
tubes of the lungs. Just rub 
it on! 

Musterole instantly creates a wonderful sensation 
of protective warmth on chest, throat and back, 
and brings amazing relief. There’s also Regular 
and Extra Strong Musterole for adults. 


STAFF NURSES: Do you want to work where 
scenery is beautiful, weather is good, and recreation 
is bountiful? Salary range $284-$341 a month; 
adequate vacation and sick leave; 40-hour week; 
mileage allowance; under civil service. As Luther 
Burbank has said, “This is the place.” Write to 
Robert S. Westphal, M.D., Health Officer, 3325 
Chanate Road, Santa Rosa, California. 


OREGON Health Departments offer career oppor- 
tunities in public health nursing. Get off to a good 
start with personalized placement. Expect progres- 
sive programs, good salaries, Merit System coverage. 
For prompt, complete information write Merit Sys- 
tem Supervisor or Director, Public Health Nursing, 
State Board of Health, Box 231, Portland, Oregon. 


ASSISTANT DIRECTOR, NURSING SERVICE, 
OUTPATIENT DEPARTMENT: University of 
Colorado Medical Center; daily average patient visits 
391; salary $4,300-$5,900; 40-hour week; minimum 
requirements: bachelor’s degree with certificate in 
public health nursing, generalized staff and super- 
visory experience preferred; opportunity to continue 
advanced study. Write to Director of Nursing 
on 4200 East Ninth Avenue, Denver 20, Colo- 
rado. 


PUBLIC HEALTH NURSE: certificate required; 
generalized program in both urban and rural com- 
munities of San Francisco Bay area; salary $306 a 
month to a maximum of $375 in 5 years; car 
furnished. Write to Alameda County Health Depart- 
ment, 576 Callan Avenue, San Leandro, California. 


NATIONAL LEAGUE FOR NURSING, 2 PARK AVENUE, NEW YORK 16, N. Y. 
APPLICATION FOR INDIVIDUAL MEMBERSHIP—1953 


(Please enclose check or money order) 
Regular 
Sustaining membership__.___ $10 to $99 
Contributing membership ___ $100 or over 


Please check 
Nurse 
Nonnurse 


IMPORTANT—Please check the one department in which you want membership 


Division of Nursing Services 
(0 Department of Hospital Nursing 


( Department of Dipl 


Division of Nursing Education 
and A iate Degree Programs 


(0 Department of Public Health Nursing [] Department of Baccalaureate and Higher Degree Programs 


A department of Industrial Nursing is under study. 


Meanwhile industrial nurses 


are invited to join any other department for 1953 in which they are interested. 


Applicants for nurse membership please fill in 


Name and address of school of nursing from which graduated 


Date 
State in which you are registered Registration number... 
Present position _..Field of nursin 
(General Duty, Supervisor, etc.) (Psychiatric, ild Care, Public Health, etc.) 


Applicants for Nonnurse Membership please fill ia 
List your affiliation with nursing service or education 


(give name of agency or hospital) 


If no affiliation please state your interest in nursing 
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NLN’s program will cost much more than the income 
it will get from regular membership dues. So it 
must look to those able to take sustaining and con- 
tributing memberships to provide the extre support 
needed. aes @ sustaining or contributing member if 
you can 
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National dues for one calendar year. Until state leagues for nursing are organized members pay dues directly to NLN. 


DIRECTOR: Public health nursing, city department 
of health; generalized public health nursing, program; 
22-nurse staff, 4 supervisors; good personnel policies. 
Write to Dr. J. J. Day, Medical Officer of Health, 
Transportation Building, 48 Rideau Street, Ottawa, 
Canada. 


SU PERV ISOR: City health department; public 
health degree required; generalized nursing program ; 
salary $4,200 a year; travel allowance $30 a month; 
state qualifications and experience. Apply to Mr. H. 
Zinkel, Chairman, Board of Health, 918 South 24 
Street, Manitowoc, Wisconsin. 


PUBLIC HEALTH NURSE V_ (Administration) : 
Assist in developing and administering the program of 
the Division of Public Health Nursing; salary $5,860- 
$6,460 yearly. Also PUBLIC HEALTH NURSE V 
(Education): Plan, develop, and direct the educa- 
tional program of the Division of Public Health Nurs- 
ing; salary $5,860-$6,460 yearly. 

For further information about both positions write 
to Philadelphia Personnel Department, Room 127, 
City Hall, Philadelphia, Pennsylvania, 


STAFF NU RSES: Generalized program, urban and 
rural area; modern health center; 2 weeks vacation 
annually, sick leave, and retirement benefits; 514- 
day week; 7c a mile travel allowance; salary open. 
NURSING SUPERVISOR: City and county de- 
partment of public health; generalized nursing pro- 
gram; vacation, sick leave, and retirement benefits; 
public health degree and supervisory experience re- 
quired; 7c a mile travel allowance. For both posi- 
tions write to Wayne County Board of Health, 
1761 Beall Avenue, Wooster, Ohio. 

SUPERVISOR: For tuberculosis ; degree, special 
preparation in tuberculosis nursing required; salary 
$3,900-$4,875; also PUBLIC HEALTH NURSES: 
salary: qualified, $2,961-$3.750; junior, $2,646-$3,150; 
trainee, $2,520. County seat 8 miles from Baltimore; 
population 300,000, suburban, industrialized, and 
rural area; generalized service, including progressive 
school program; 48 field nurses; one month vacation, 
5-day, 35'%4-hour week, sick leave, retirement plan; 
7c a mile allowance for use of personal car. Write 
to Dr. William H. F. Warthen, Health Officer, Balti- 
more County Health Department, Towson 4, 
Maryland. 


PUBLIC HEALTH NURSES: New York City De- 
partment of Health; immediate appointment on pro- 
visional basis; generalized service includes maternal 
and child care, school health and communicable dis- 
ease control; starting salary $2,930, 37-hour week, 
liberal vacation and sick time allowance, pension 
rights; inservice training; applicants (except New 
York State veterans) must not have reached 36th 
birthday. Write to Bureau of Public Health Nurs- 
ing, City Health Department, 125 Worth Street, 
New York 13, N. Y. 


su PERVISOR: City health diciidanaets generalized 
nursing program; public health degree required; 
salary $4,680 yearly, travel allowance $40 monthly. 
Apply to F. A. Musacchio, M.D., Hammond Health 
Department, City Hall, Hammond, Indiana. 


PUBLIC HEALTH NURSES. General rural pro- 
gram; salary, public health nurses, $2,852-$3,560, 
graduate nurses as assistant PHns, $2,540-$2,972; 
travel allowance 6c a mile; 5-day week, vacation, 
sick leave, and retirement benefits. Write to Mrs. 
Earle W. Gibbs, State Health Department, Richmond, 
Virginia. 


PUBLIC HEALTH NURSE: generalized program in 
city health department; salary $295 to $345; 5-day 
week; paid vacation; sick leave; retirement; car 
furnished; registration in California as RN and Pan 
and driver’s license required. For further details 
write to Fannie Warncke, Director of Nursing, City 
Hall, Oakland, California. 


STAFF NURSE: generalized public health nursing 
program established over a 10-year period; 
$250-$297, depending upon qualifications and experi- 
ence. Apply to Director, Lawrence County Health 
Department, Lawrenceville, Illinois. 


Protessional Counseling and Placement Service of the 
AMERICAN NURSES’ ASSOCIATION 

FREE SERVICE FOR NURSES AND NURSE EM- 
PLOYERS; POSITIONS LISTED IN ALL FIELDS OF 
NURSING THROUGHOUT USA AND TERRITORIES. 

Consult your State Nurses’ Association if a State 
PC & PS has been established. Otherwise consult the 
office of the PC&PS of the ANA at 8 South Michigan 
Avenue, Chicago 3, Illinois. 


Stanley NUVIEN Bag 


The streamlined, easy-to-carry nurse’s bag. 
Hand tailored by Stanley—backed by many 
years of experience and reputation in the 
nursing field. The NUVIEN Bag contains 
many innovations that demand your atten- 
tion. 

STANLEY RURAL BAG NOW AVAILABLE 


STANLEY SUPPLY CO.—Nursing Supplies 


121-J EAST 24th STREET 
Branches: Dallas, Texas and Columbia, S. C. 


Write for literature and prices 


NEW YORK 16, N. Y. 


Al4 In responding to an advertisement say you saw it in Public Health Nursing 


| | 


== What nutritional needs 
have they in common? 


| OUR geriatric patients often respond well to are also far less expensive than comparable 
: diets based on the same principles as those of foods specially cooked and prepared at home. 
the youngest generation! That’s why Gerber’s can 


he & hale te sen: Acceptance by patients. Gerber’s special! proc- 


2 essing helps retain the attractive true color 

e High protein, vitamin, and mineral con- and flavor of foods. In addition, patients have 

tent. Gerber’s Strained Foods consist primarily extra, appetizing variety with Gerber’s tempting 
of meats, fruits, vegetables .. . with few starchy “Special Diets Recipes.” 


foods. Expert processing throughout all steps 
includes pressure-cooking to help retain valu- 
able natural food values. 


@ Easy digestibility. Fruits and vegetables are 
prepared for low crude-fiber content; meats 
average only about 5.5% fat. All have Gerber’s 
purée-like texture that’s especially suitable for : 


FOR YOUR FREE COPIES OF “SPECIAL 
DIETS RECIPES” — suitable for use in 
Soft, Mechanically Soft, Bland, and Li- 
¢. _ quid Diets—write on your letterhead to 
Gerber’s, Dept. ?N12-2, Fremont, Mich. 


delicate digestive systems. And all are only —— 


lightly seasoned with salt or sugar. 
tbers @ 
@ Convenience. All ready to heat and serve... — 


packed in sizes easy for individual use—Gerber’s 


4 CEREALS © 40 STRAINED & JUNIOR FOODS « 10 MEATS 


| 
j 
{ 


America’s finest 


PUBLIC HEALTH 
UNIFORMS 


j 
in navy blue 
SIZES 10 to 20; 40 to 46 
NOPHN STYLE 666 


Incomparable value! Splendid quality that as- 
sures day-in, day-out comfort and smart appear- 
once at an amazingly low price. Two-ply, 
all-combed yarn. Sanforized. 

STYLE 666P POPLIN, only 97.95 


For this NOPHN Style in wondrous, all pima- 
combed sanforized BROADCLOTH, 
order STYLE 6668 BROADCLOTH, 


only $9.95 


Or, if you prefer this style in BRUCK’S famous, 
ultra-soft, shadowproof NYLON, 
order STYLE 666N NYLON, only 214,50 


STYLE 825 POPLIN 


Superbly tailored classic shirtmaker; 2 roomy 
pockets on 6-gore skirt, zipper side fastening, 
figure-flattering sewed-in belt, smoked pearl 
buttons. Finest two-ply, all-combed 

yearn. Sanforized. only $8.50 


STYLE 9100 POPLIN 


A full measure of wearing pleasure! Meticu- 
lously crafted 7-gore, full fly-front skirt, 3 
pockets. Action back, smoked pearl buttons. 
Two-ply, all-combed yarn. Sanforized. 


only $8.50 
SAVE TIME-ORDER BY MAIL NOW! 


| BRUCK’S 
| Dept. PH-12 
| 387 Fourth Avenue 
| New York 16, N. Y. 
| Please send me the following Public Health 
| Uniforms in Navy Blue: 
j Style 666P @ $7.95 
(How Many?) 
Style 6668 @ $9.95 
(How Many?) 
style 666N $14.50 
(How Many?).......... 
I Style 825 $8.50 
(How Many?). 
IStyle9100 @ $8.50 
| (How Many?)... 
| All the above also avail- 
] able in short sleeves. 
enclose payment. Send C.O.D. 


] ( Send FREE Public Health Style Catalog. 


“Leader for over 30 years” 


VISIT OUR SHOPS 


NEW YORK * DETROIT * PITTSBURGH » CHICAGO 


See the other BRUCK’S ad in this issue 


at 
a: 
q 
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|. 
in. 
| 


